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ComPLeTE atresia of the vaginat is a comparatively rare condition, 
but is nevertheless one of considerable interest in view of the recent 
advances that have been made in the operative technique with the 
object of providing an artificial vagina which will not contract. 

It is important to recognize that there are two distinct types of 
atresia vagine, differing in etiology, which necessitates a division 
into two classes; and this division is all the more important since 
for the cases belonging to the first class, in which a functionating 
uterus is present, operation of some kind is imperative for the relief 
of the patient owing to the formation of a hematomata from retained 
menses; whereas in the second class in which the uterus is absent or 
very rudimentary, the justification of making an artificial vagina is 
a matter of opinion, 


Acqurrep ATRESIA VaGiInz%. Uterus Present. 

The cases included in this class are those in which the vagina 
is wholly absent or almost so, but the uterus and adnexe are present 
} and functionate normally, so that when menstruation is established 
at puberty the menstrual blood collects in the uterus leading to 
hematometra, and, it may be, hematosalpinx. The so-called con- 
genital cases may be classed as acquired, since Nagel’s and Veit’s 
} opinion is largely held that they are not developmental, but that 
the atresia depends on inflammation with resulting adhesion of the 
vaginal walls arising in early infancy from such causes as gonorrhea 
or the infectious fevers. It is, however, still questionable if this 





* Read at a meeting of the Glasgow Obstetrical and Gynaecological Society, 
February 29, 1913. 

+ Cases of occlusion of the lower end of the vagina leading to the formation 
of hzematocolpos, and cases of limited atresia vagince due to traumatism do 
not come within the scope of this paper. 
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view sufficiently accounts for all cases, and some may be due to 
arrested development. Kussmaul’s view that the atresia may arise 
from inflammation during fetal life is doubtful. 

In some cases there may be a shallow, blind sac representing the 
vaginal vault into which the cervix dips, as reported in Vineberg’s 7! 
patient, or there is a small rudiment of vagina at the vulva about 
half an inch deep, examples of which are frequently reported in 
recorded cases in the literature. ‘This rudiment is of great value 
when present, as it facilitates the success of Pfannenstiel’s °* com- 
bined abdomino-vaginal operation, to be described later. 

As far as can be estimated from the literature of the subject, 
cases of complete atresia vagine dating from infancy and leading to 
hematometra are rarer than the more frequently reported examples 
of atresia of the lower end of the vagina with hxematocolpos, only 
one or two cases occurring in the experience of an individual 
gynecologist. With an experience of many thousands of gynzco- 
logical cases, I have never met with a single case of complete atresia 
of the vagina with hematometra, although I have had under my care 
three or four cases of hemato-colpos due to so-called congenital 
atresia, and three cases of occlusion of the cervix due to traumatism 
arising at childbirth. 

To this class also belong cases of almost complete atresia vagine 
due to traumatism, and the most frequent cause of this is injury 
during parturition from prolonged crushing of the tissues or difficult 
forceps cases, and such seem to have been not uncommon in the first 
half of last century. Other causes need not be referred to, as they 
are given in the text-books. Although I have seen such cases I 
have had no extensive atresia due to traumatism under my personal 
care, and therefore no opportunity of operating, 

The uterus being present in all these cases and distended with 
retained menses, operation of some sort is imperative to relieve the 
distressing symptoms due to hematometra, so there can only be a 
difference of opinion as to the nature of the operation necessary. 

The first surgeon to operate by incision of the recto-vesical 
septum, as far as I have gathered from the literature, was de Haen.*? 
On January 25 1761 he operated on a young woman, aged 24, with 
urgent symptoms of menstrual retention. He attempted to reach 
the uterus by incising the recto-vesical septum, but opened into the 
bladder instead, the patient dying three days later. 

Dupuytren,* Boyer,® Villaume and others in the first quarter 
of last century operated after Haen’s method, but the results were 
very bad, the patients dying no doubt from sepsis; and at a later 
date leading French surgeons, including the two first-named, are 
fowad advising against operation owing to the usually fatal issue, 

Amussat,? in 1832, was more successful. Although advised 
against operating by his colleagues, he had a good result, attributing 
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his success to the use of his finger for forcing a passage to the 
uterus. The procedure must have been exceedingly painful to the 
patient, as he bored a passage entirely by the finger, and took four 
sittings to reach the uterus, the new canal until complete being 
meantime kept patent by sponge tampons. Two years later the 
artificial vagina was very small, but the patient menstruated 
regularly, 

Up till 1872 the usual operation employed was incision of the 
septum, the uterus being opened and emptied through the atresic 
cervix by a trocar. The canal became covered by cicatricial tissue 
and contracted. In other cases the uterus was emptied by a trocar 
introduced through the rectum or bladder with fatal results, 


It was not till 1872 that plastic operations were first attempted, 
Heppner,?® in that year, making an H-shaped incision to open 
up the recto-vesical septum, and implanting into the wound tongue- 
shaped flaps which he dissected from the neighbouring skin of both 
thighs. 

Since 1872 there have been numerous methods of operating by 
auto- and hetero-plastic transplantation of skin, mucous membrane, 
peritoneum, etc., but the attempts to form a satisfactory artificial 
vagina by these means have usually resulted more or less in failure 
owing to the new canal contracting; and that these later methods 
were also not free from danger is shown by two cases referred to by 
Vineberg,’! both patients dying from septic infection arising after 
operation in the pelvic cellular tissue. 

The most recent improvement in plastic operating, the first 
successful case being shown in 1898, is Pfannenstiel’s *4 combined 
abdomino-vaginal method, which will be described further on. 


The operation recommended by Déderlein 1® and others of im- 
planting the uterus fundus downwards in the new canal may here 
be mentioned, as, although the new vagina is so short as only to serve 
for the escape of menstrual blood, it is yet an artificial vagina. 
Déderlein }® gives as an indication for performing this operation a 
recto-vesical septum so deep as to prevent the cervix being pulled 
down and fixed to the ostium vagine. The septum is opened up to 
the uterus, and either by an anterior or posterior colpotomy the 
fundus uteri is pulled down into the new canal after the method of 
Freund’s prolapse operation. The fundus uteri is freely opened and 
the endometrium united with the vaginal wall, but the opening must 
be wide, otherwise contraction occurs, as happened in one of 
Déderlein’s 19 cases, the opening having completely closed in six 
months. The menstrual flow after this operation escapes through 
the opening in the fundus uteri. 

It seems to me that a hysterectomy might as well be performed if 
Pfannenstiel’s 54 combined operation is impossible. 
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Hysterectomy is still advised and practised, and indeed may be 
necessary, as shown by recorded cases. Rivas,® in 1910, performed 
hysterectomy on a girl, aged 15, with hematometra and hemato- 
salpinx, giving as his reason that the necessary mucous membrane 
to form a new vagina was wanting. 

Cohn '4 reported a case where Pfannenstiel’s operation by the 
combined method was attempted, but failed owing to the depth of 
the septum, so hysterectomy was done. 

Hysterectomy as an operation of selection should, if possible, be 
avoided, and the formation of an artificial vagina attempted by one 
of the recent improved methods not only to permit of the escape 
of the menstrual flow, but to give the afflicted woman the chance 
of becoming a mother should she happen to be married. 

Giles,?® in a recent paper, stated that he had never heard of a 
case in which a patient who had been operated on for atresia of the 
vagina had become pregnant. I wrote him regarding my case,“ 
but in addition to that the following show that not only has 
pregnancy occurred, but that living children have been born spon- 
taneously or delivered by Cesarean section after successful opera- 
tions for complete atresia. 

(1) The author 44 recorded a case in 1897 of a married woman, 
23 years years old, with atresia of the lower third of the vagina and 
a large hemato-colpos and hematometra reaching to above the level 
of the umbilicus. Within two years of operation she was twice 
delivered of a full-term living child, and when last seen, in 1899, 
was again pregnant for the third time. 

(2) Dalbeau,!” in 1866, operated twice on a patient, and there- 
after she became pregnant. The vagina had contracted, but was 
incised to allow of the delivery of a premature child, which was, 
however, dead. 

(3) Debrou,!® on February 22, 1847, opened up the septum by 
bistoury and trocar, and in 1849 the patient married, the vagina 
being well formed. Nine months later she was delivered at full 
time by forceps, but had eclampsia, and the child was born dead. 
The patient died of peritonitis on the tenth day of the puerperium. 

(4) Muratow 4% quotes four cases of pregnancy, including the 
above two, and reports a fifth occurring after a plastic flap operation, 
the patient being delivered by Cesarean section. 

(5) Perlis °° reports a case of spontaneous delivery at full time, 
the contracted vagina, formed by a plastic operation, and the 
perineum both tearing. 

(6) Pfannenstiel 54 operated on a patient by his improved method. 
A child was delivered spontaneously seven years later. Cohn '4 fully 
reports this case in his paper. 

(7) Rein reports a case delivered by Cesarean section. The 
artificial vagina was formed by a plastic flap operation. 
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ConGENITAL ATRESIA VAGINe. Uterus ABSENT, 


The cases which are included in this class are all true examples 
of congenital maldevelopment or arrested development. Not only is 
the vagina completely atresic or absent, but these portions of 
Miiller’s ducts which form the uterus and tubes are very rudimentary 
or are quite undeveloped. The uterus may be entirely absent and 
only one tube developed, as in Cullen’s !° recent case, or one uterine 
horn and tube are slightly developed, as reported in my case, or 
there is a slight development of both, as in Bumm’s !? case. 


Probably the most of those patients showing distinct womanly 
characters have ovaries, these being clearly demonstrated in cases 
where the abdomen has been opened, but it is also important to 
recognize the fact that such apparent women may be male pseudo- 
hermaphrodites. 


Kussmaul and Nagel maintain that many cases with presumably 
total absence of the uterus are in reality male pseudo-hermaphrodites 
with cryptorchidism, the supposed ovaries proving to be testicles, as 
shown by microscopical examination, 


Congenital atresia with absence of the uterus has been commoner 
in my experience than acquired atresia, as I have seen several cases, 
three within the past eighteen months. All the patients were 
womanly in appearance, the mamme and vulva being well 
developed. Even with careful examination it is difficult to deter- 
mine the presence of the ovaries, and this is easily realized if their 
position is above the brim of the pelvis. It is also difficult to 
determine with certainty a slight development of one or both 
uterine horns, 

Only one of my patients was married. She was seen in 1897, but 
I 44 did not advise an operation for the formation of an artificial 
vagina, mainly because the operations recorded up to that time had 
not been brilliant in their results. She also stated, in answer to 
enquiry, that there was no marital unhappiness, although the 
coitional vagina was only about half an inch deep. Even with 
modern improved technique I very much doubt the justifiability of 
performing an operation which, while giving the patient a coitional 
vagina, cannot give her a uterus. The patient may be married, but 
she is no wife, with no possibility of becoming a mother. If, 
however, specially requested by both husband and wife, I shall in 
any future case be willing to operate by Baldwin’s method, provided 
both parties clearly understand what the operation means, and that, 
apart from the dangers, there is only one result—a coitional vagina. 

Apart from the ethics of performing such an operation the 
surgeon must not lose sight of the fact that in his desire to promote 
happiness and prevent nullity of marriage he may be condemning 
the husband to the lifelong companionship of a pseudo-herma- 
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phrodite* with cryptorchidism. All the other cases I have seen were 
unmarried, and after fully explaining their deformity told them 
they must look forward to a single life, I hold it to be quite 
unjustifiable to make an artificial vagina in an unmarried girl 
simply because she wishes to get married, and still less, when an 
operation has been performed, to hide the true state of affairs from 
the husband both before and after marriage. 

Modern opinion, however, greatly differs regarding this question, 
and it is of interest to note the views of others. 

Veit © writes: “ Up till now I have not been able to come to the 
resolution to form a vagina in any of these cases. If the whole 
vagina is atresic I see actually no reason for artificially producing 
a canal. Such operations are technical niceties which are very 
interesting, but still do not effect the function of the vagina which is 
to receive the sperma for the fertilization of an ovum.” 

Giles 2° regards all cases of absence of the vagina as irremediable 
from the standpoint of marriage and intercourse. 

Hirst 37 holds that the propriety of establishing a coitional vagina 
is questionable, even if permanent success is assured. 

Dudley,”? on the other hand, after writing that “ cases have been 
reported in which after the operation marriage was happy, the 
woman even recovering from a tendency to melancholia and experi- 
encing great improvement in nervous tone and strength,” goes on to 
say that “the question of the propriety of forming an artificial 
vagina may safely be relegated to the department of ethics and 
easuistry.” The same author,?? however, in a critical comment on 
Sehubert’s ©? operation, says that “the questionable advantages to 
be gained by such an operation would hardly seem to justify it.” 
Has Dudley changed his former opinion, or is it the operation he 
objects to? 


Bumm }? was induced to operate on a married woman by Mori’s * 
method at her own special request, although a previous flap operation 
had proved a failure. Although Bumm pointed out the difficulties 
of operating through the old scar tissue she insisted on the attempt 
being made, saying “ she would go home with a proper vagina or not 
at all.” 


Muratow “* holds that making a vagina merely to facilitate coitus 
is not justified, but he approves of it if the patient be married, and 
both husband and wife demand operation after a thorough under- 
standing of the circumstances. Vautrin ® holds similar views, 

Stickel ° states that while the formation of an artificial vagina 
cannot be recommended as a routine practice, yet it is justified, and 

* Since writing this paper I have examined the microscopical sections of a 


supposed ovary and tube removed from a young gynatresic. The gland 
showed both ovarian and testicular tissue. 
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indeed may be necessary in women of strong sexual temperament to 
save them from mental dangers. 

Schubert ® justifies his operation of implantation of the rectum 
which he has done four times because the thought of their inferiority 
is sufficient to affect seriously the mental condition of these women. 

Krémer * operated by Schubert’s method on a girl, 21 years old, 
simply because she wished to get married. 

Cases that have been reported as successful so far as the flap 
operations is concerned, do not appear to have been equally success- 
ful in their after results. The artificial vagina must be kept patulous 
by the more or less constant use of dilators, and hypersensitiveness 
and vaginismus are reported by Ferguson.4 

Ferguson *4 and others report that libido existed in several cases, 
but the reverse also holds good, other women being absolutely 
apathetic sexually. 

The after results of operation where the vagina is formed by 
transplanted bowel have been the most successful, as the canal does 
not show the same tendency to excessive contraction, but it secretes 
mucus more or less freely; indeed, one case was diagnosed as catarrh 
of the cervix, although the patient had no uterus and per vagina was 
a transplanted segment of bowel. The reporter of this incident 
quotes it as evidence of the success of his operation. 


OPERATIONS, 

In reviewing under their respective headings the various opera- 
tions which have been devised for the formation of an artificial 
vagina it will not be necessary to enter into any detail regarding 
the earlier methods which, though showing the ingenuity of various 
surgeons in their endeavour to obtain a permanent success, are all 
more or less unsatisfactory compared with the combined abdomino- 
vaginal operation, and the most recent method of implantation of a 
resected portion of bowel. 

I. Simple Dissection or Incision of Recto-vesical Septum. 

The earliest operations were simple dissections by knife or finger 
through the recto-vesical septum in order to reach the uterus. The 
primary object was not so much the attempt to make a vagina as 
the selection of a safer route for evacuating the retained menstrual 
blood and establishing a permanent passage for the escape of the 
menses. It was considered preferable to the dangerous and fatal 
procedure of tapping the uterus by trocar through the rectum or 
bladder. As already stated, de Haen,*? in 1761, seems to have been 
the first to operate, and similar methods were adopted in the 
beginning of the nineteenth century by Dupuytren,?* Dubois,?! 
Villaume, Boyer,® and their contemporaries. The operation, simple 
as it may appear, seems to have been very fatal, no doubt from 
sepsis, and on reading the records of cases and the opinions expressed 
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by the earlier operators, who from bitter experience advised against 
operation, one is struck by the very high mortality both in complete 
atresia with hematometra, and partial atresia with hxmato-colpos. 

Churchill,'* in the middle of the nineteenth century, wrote that 
high French authorities, such as Sabatier, Dupuytren, and others, 
objected to operate on these cases, as they usually died after operation. 

Dubois,”! who in his first case evacuated the uterus by puncture 
with trocar per rectum, the patient dying of peritonitis as a result, 
operated on his second case by incision of the septum on Dupuytren’s 
advice, but this patient also died, 

When Amussat * decided, in 1832, to operate on his first case, 
Boyer strongly advised him not to attempt it, as in his experience 
such operations always ended fatally. Amussat* did operate, and 
his is the first successful case recorded by his method. He selected 
the finger as his instrument, considering it would be safer than the 
knife. He bored a shallow hole in the septum with his finger, and 
kept the wound open with sponge tampons. At three further sittings 
he gradually deepened the opening by boring and tearing the tissue 
with his finger, thus reaching the uterus. The patient stood the 
ordeal, and two years later the vagina, though very narrow, allowed 
her to menstruate regularly. 

Bernutz,® at a later date, tried Amussat’s method, but stated it 
was difficult to get the patient to persevere, and no wonder, as it 
must have been exceedingly painful having the septum torn open 
by the finger. His first case was not a success, as a fistula formed 
between the uterus and rectum, and the patient menstruated through 
the bowel. 

Until plastic operations were introduced the usual method con- 
tinued to be incision with the knife, followed by the use of the 
trocar to enter and evacuate the contents of the uterus. Throughout 
the literature successful and fatal cases are duly recorded. 

Watson 7 opened the septum, but found no uterus, an evidence of 
faulty diagnosis. The after result is not stated. 

Wormald 7? opened the septum by incision and the uterus by 
trocar, but the patient died in eight days, while a case reported by 
Marchand *° died on the ninth day. 

Debrou’s !® successful case, followed by pregnancy, has already 
been cited. 

As far as the patency of the new vagina was concerned, failure 
was the usual result. The wall was covered with cicatricial tissue, 
and contraction invariably took place in spite of endeavours to keep 
the canal patent by pessaries or dilators; so Breisky’s ® contention 
that periodic dilatation over a prolonged period would prevent 
stenosis was not confirmed. 

Pozzi ** refers to an interesting operation done by Le Fort, the 
only one of its kind. Le Fort 7° gradually bored a small canal 
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through the septum to the uterus by electrolysis. This small canal 
he then gradually dilated at later sittings until a vagina of the 


requisite size was formed. The later result is not recorded, but it 
would no doubt contract. 


II. Plastic Operations by the Implantation or Transplantation of 
Skin Flaps, or Grafts, Mucous Membrane or Peritoneum. 

The first improvement in technique after a period of over a 
century was the introduction by Heppner,** in 1872, of the plastic 
method of operating, and during the succeeding thirty years, until 
Pfannenstiel 54 (1898) devised his combined abdomino-vaginal opera- 
tion, attempts were made by various modifications to obtain better 
after results. These operations were carried out not only with the 
object of maintaining a patent vagina for the escape of the menses 
after evacuating a hematometra, but were also done, though the 
uterus was absent, simply to provide a coitional vagina. 

The usual incisions for opening up the recto-vesical septum were 
H-shaped or transverse, though Fleming adopted a zig-zag incision. 

The commonest plastic method was the use of skin flaps taken 
from the patient’s vulva and neighbouring skin, so these will be 
referred to first. 

(a) Implantation of pediculated skin flaps or epithelial grafts 
from vulva and neighbouring skin. Heppner,** who, in 1872, first 
performed this operation, made an H-shaped incision, and after 
dissecting a passage between the bladder and rectum, implanted 
large tongue-shaped flaps taken from the neighbouring thigh skin, 
and, by twisting the flaps on their ‘bases, covered in the raw 
surface of the new canal. 

Anderson also made an H-shaped incision, but used two right- 
angled flaps, one to cover the anterior, the other the posterior wall. 

Fleming took similar flaps, but made a zig-zag incision. 

Crédé15 transplanted flaps taken from the skin of the thigh. 

Pozzi,®> in his text-book, recommended the H-shaped incision, 
and took flaps from neighbouring skin and mucous membrane. He 
later described two cases in which he grafted skin flaps taken from 
the labia. He packed the new canal with iodoform gauze till 
healing was complete. 

Brettauer !° operated in two stages. At the first operation he 
opened the septum and kept it patent by tamponade. At the next 
sitting he covered the granulating surface with skin flaps. 

Roux *! used two flaps dissected from the hymen, labia minora 
and majora, and Picqué ®° operated after the same manner, but used 
in addition a supplementary cutaneous flap. 

Schwarz * and Villar also used vulvar flaps. 

Vautrin,® by knife and finger, split the septum. He then 
dissected two horizontal skin flaps, 12x 5 cm. from the thighs at the 
level of the bases of the labia majora. These flaps were folded round 
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and sutured together to form a tube like a glove finger which was 
pushed into the new canal and kept in contact with the raw surface 
by tamponade. 

Abadie! tried Thiersch grafting in a case, but it was not a 
success, as the cavity contracted. 

Brothers !! dissected a circular flap from the hymen region, and 
this was pushed into the wound to form the vault of the new vagina. 
The sides were then covered by Thiersch epithelial grafts. These 
grafts were arranged on the outer surface of a glass dilator which 
was passed into the new canal and retained in order to keep the 
grafts in contact with the vaginal walls. Abbe,? Czempin, Forgues, 
Isaac, Mackenrodt 4? and Tuffier operated after a similar method. 

Bumm used lateral flaps obtained by splitting the nymph which 
were stretched and pushed into the wound. Fournier?’ also recom- 
mended Bumm’s method, which had the advantage over flaps taken 
from the labia majora in that it avoided a hair growing surface. 
In a case recorded by Bumm, in which skin flaps had been taken 
from the labia majora, the new vagina contracted to form a small 
blind sac out of which hair grew. 

Péraire ©? described an operation similar to Bumm’s, but recom- 
mended in addition supporting flaps taken from the skin covering 
the perineum. 

Guelmi °° reported a case of absence of vagina and uterus in 
which he operated in three stages. At the first he opened the 
septum and packed the cavity with gauze. Two days later he trans- 
planted on to the vault of the new vagina small pieces of skin cut 
from alive hen. He states that in eight days these grafts had taken. 
At the third sitting he curetted the walls of the canal to freshen the 
surface and implanted flaps after Bumm’s method of splitting the 
nymphe. These formed strong adhesions. The resulting vagina 
was 6cm. deep. and the patient was instructed to introduce a 
speculum regularly to keep the new canal open. 

Ferguson *4 improved the flap method by suturing the apices of 
the flaps as high as possible, thus getting the advantage of a fixed 
point. He took a U-shaped flap as thick as possible from the surface 
between the urethra and anus, the base being just behind the 
urethra. He then opened up the septum, and dissected the 
peritoneum off both the rectum and bladder, but without opening 
the peritoneal cavity. The next step was to pull the bladder well 
down and suture the apex of the: U-shaped flap to it, so that when 
the bladder retracted into position it pulled the flap with it. In 
order to cover in the posterior wall of the canal two lateral flaps 
were dissected, one from each labium, and their apices attached high 
up on to the rectal wall which was pulled well down for the purpose. 
The rectum, by retracting into place, pulled the flaps well up. The 
new vagina was kept distended by a tampon of gauze smeared with 
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sterile vaselin and zinc oxide, this first dressing being kept in for 
six or eight days. He reported three cases, and results were said to 
be satisfactory in two. 


Noble * operated after Ferguson’s method, and reported good 
results. 


Beck ® endeavoured to fix the skin flaps from above through an 


extra-peritoneal and supra-symphyseal wound, but the after result is 
not recorded, 


Pfannenstiel and Mackenrodt,‘? after splitting the septum, 
opened the atretic cervix and kept the wound open by tamponade 
until granulations formed. At a second operation free vaginal flaps 
were transplanted on to the granulating surface of the canal. 


Muratow * and Perlis 53 reported cases done by Pfannenstiel’s 
method. Both success and failure are recorded, the vagina contract- 
ing to a narrow canal in one case, and in another being too short. 
Pregnancy followed in two cases, but these have already been 
referred to, 


(6) Transplantation of vaginal flaps obtained by operation on 
cases of prolapse. The general principles are the same for this 
operation as those just mentioned except that vaginal mucosa was 
obtained from other patients and transplanted. Hirst,3’ Kiistner,* 
and Mackenrodt 4? are amongst those who tried this method, 


(c) Transplantation of peritoneum. Dreyfus ® reports a case in 
which, after opening the septum and evacuating a hematometra 
by trocar he packed the cavity with gauze. Two days later he 
transplanted the entire hernial sac removed from a man during 
operation for radical cure. The sac was packed with vaselined 
gauze and pushed into the wound. The upper part gave way, but 
the lower part united well and made a good vagina. 


Stickel reported an ingenious method of implanting peritoneum, 
but it proved a failure, and for this reason he abandoned the method, 
as did Krémer “ and vy. Ott.5° The septum was opened up to the 
peritoneum and the cavity packed with gauze. The abdomen was 
then opened and the peritoneum incised transversely across the 
pelvic floor, a rectal and vesical flap being dissected off. The apices 
of these anterior and posterior peritoneal flaps were transfixed by 
sutures and pulled down to the vulvar orifice of the new vagina 
where they were fixed. The canal was tamponed for four weeks, but 
in spite of repeated tamponade the vagina contracted till it only 
admitted one finger. 


(2) Transplantation of bowel mucosa. Gersuny ** tried the im- 
plantation of a resected flap from the anterior rectal wall. He 
performed his operation on three eases between 1897 and 1905, with 
fair success, 
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Schauta,®? in the discussion on Gersuny’s paper, referred to the 
various methods of operation, and thought Gersuny’s method a 
successful one, 

Puppel®? records a case in 1910 operated on by Gersuny’s method. 

Kiistner 4! tried transplanting intestinal mucosa obtained by 
resection of bowel in another patient. 

Sitsinsky °° attempted the transplantation of bowel mucosa 
obtained from a rabbit. 

These methods were failures. With the exception of Ferguson’s 
method the great difficulty with all these flap operations was the 
absence of a fixed point above to which the flaps might be attached. 
The result has been that the new vagina gradually contracted and 
the patients were compelled permanently to wear or frequently 
introduce vaginal dilators in the endeavour to keep the vagina 
sufficiently patulous, 

Pozzi 5° made his patients wear a belt supporting a vulcanite 
bougie kept in the vagina. 

Although successes are claimed, failure sooner or later has been 
the common rule, so all the operations already mentioned must now 
be regarded as belonging to the past, although a very recent past, 


III. Suture of Cervix to Vulvar Orifice operating entirely from the 
Vulva. 

As far as can be gathered, the credit of first doing this operation, 
in 1880, belongs to A. Martin.45 He also advocated distending the 
bladder to the fullest extent instead of using’ a sound in the empty 
bladder as a guide during dissection of the septum. This over- 
distension of the bladder lifts it out of reach of the incision and 
renders it palpable as a tense tumour during dissection, which he 
carried out as far as possible bluntly with forceps, finger or knife- 
handle. The final portion of the septum is perforated by a trocar 
and then by scalpel and sound. The space is gradually dilated to 
the necessary width and the mucous membrane of the atretic cavity 
finally sutured to that of the vulvar orifice. 

A more recent operation, and one which gives excellent results in 
suitable cases of atresia vagine and hematometra is Pfannenstiel’s®* 
combined abdomino-vaginal method, to be next described. 


IV. Combined Abdomino-Vaginal Operation, the Cervix Uteri being 
sutured to the edge of the Vulvar Opening or to the Mucosa of 
a Vaginal Rudiment. 

This operation, although introduced by Pfannenstiel,®4 was 
independently performed, though at a later date by Vineberg.”! It 
consists in freeing the cervix by laparotomy after partly opening the 
recto-vesical septum from below, then completing the opening of the 
septum from above, and after closing the abdomen pulling down 
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the cervix uteri, and attaching it to the skin edge of the vulvar orifice 
or mucosa of a vaginal rudiment. The cervix gives a fixed point to 
which the vagina is attached, and the best result is obtained when 
there is a shallow vaginal rudiment present, to the mucosa of which 
the cervix is sutured, as there is thus no risk of the ostium vaginz 
contracting. The uterus, by gradually retracting to gain its normal 
position, stretches and elongates the vagina spontaneously to a satis- 
factory extent. 

It is the best operation, so far, applicable to cases presenting a 
functionating uterus, and is specially suitable when a vaginal 
rudiment exists. It may, however, fail, as in a case reported by 
Cohn,'4 if the uterus cannot be pulled down far enough owing to the 
depth of the septum. The patient is placed in the lithotomy position 
and an opening incised in the recto-vesical septum as deep as can be 
made without difficulty. The patient is then laid flat, the abdomen 
opened and the uterus pulled up by seizing the round ligaments. 
The anterior uterine wall being opened and the retained menses 
evacuated, the extent of the uterine cavity is ascertained by the use 
ofasound. The next step is to incise the peritoneum and strip down 
the bladder to the level of the os externum cervicis; the cervical 
canal being then opened. Guided by a finger inserted in the wound 
from the vulvar orifice, a pair of bullet forceps is forced downwards 
from above until it perforates the remaining portion of the septum 
into the wound below. Strong sutures are attached to the cervix, 
and pushed into the new canal. The uterine wound is now closed, 
the bladder sutured into place and the abdominal wound closed. 
The patient being again put in the lithotomy position, the cervix is 
pulled down to the vulvar orifice by the already placed sutures, and 
the newly-formed cervical opening accurately sutured to the mucous 
membrane of the vaginal rudiment, or if there be none, to the skin 
edge of the vulvar opening. This is stated to be the most difficult 
part of the operation. The new cervical canal is kept open by 
tamponade until it is covered by growing epithelium. 

In Pfannenstiel’s first case, which he showed in June 1898, there 
was a half-inch deep vaginal rudiment. Three years later the 
vagina was finger deep and led directly into the cervical canal, there 
being no fornices. Menstruation occurred regularly without 
difficulty. 

In his second case, a 16 year old girl, operation was performed in 
March 1900. There was no vaginal rudiment, the cervix being 
sutured to the vulvar opening. The ostium vagine contracted, and 
had to be cut, the wounds being covered by implanting flaps. Seven 
years later (May 1907) this patient bore a child spontaneously, but 
there was evidently severe injury to the new vagina, as it became 
short, resembling a blind sac. Cohn,‘ in his paper, fully describes 
the history of this case. 
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Owing to the destructive action of childbirth on the artificial 
vagina, as reported in this and other cases, it would be advisable to 
perform Cesarean section in every instance should pregnancy follow 
a successful operation. 

Hofmeier ** did this operation with success, there being a vaginal 
rudiment to which he sutured the cervix, and similar cases have been 
done by Hartmann,** Halban,3* Wertheim and others. 

Heinricius * opened behind the cervix. 

Vineberg,”! recognizing that plastic operations usually fail owing 
to the artificial vagina contracting, devised an operation similar to 
Pfannenstiel’s, and his procedure is practically the same, 


V. Formation of Artificial Vagina by Transplanting a Resected 
Segment of Bowel. 

The latest phase in the operative technique for procuring an 
artificial vagina is the utilization of a resected segment of bowel. 

To Russia belongs the credit of first suggesting this procedure, 
Sneguireff °° recording three cases up to 1904 operated on by his 
method of transplanting the upper part of the rectum to form a 
sacral anus and using the lower rectum to form the vagine. His 
operation is objectionable, as it involved the formation of a sacral 
anus and the use of the natural anus as part of the ostium vagine, 
but it has been improved by Popoff>? and Schubert.** About the 
same period Baldwin‘ devised his operation of transplanting a 
resected segment of ileum, and first demonstrated the possibility of 
his method on the cadaver in 1904. 

Hiberlin,*! in 1907, and Mori,“* in 1909, also independently 
evolved the idea of using a segment of ileum, but they were ante- 
dated by Baldwin, so that the credit for the most ingenious of all the 
operations goes to America. 

Mori “® was led to try his operation, which differs slightly from 
Baldwin’s, owing to the success of his laboratory experiments in the 
transplantation of bowel in animals. 

(a) Transplantation of resected rectum to form an artificial 
vagina, This method is only suited to congenital atresia vagine 
with absence of the uterus. 

Sneguireff ®* made an incision posterior to the anus and removed 
the coccyx, thus reaching the rectum, which was separated in its 
upper position. A sufficient length of rectum was left to form the 
vagina, the bowel being cut across above this, and the upper portion 
then fixed in the angle of the wound to form a sacral anus. The 
upper end of the resected portion was closed off. The perineum was 
cut back into the anus and the mucosa sutured to the wound. The 
anal margin and split perineum thus really formed the ostium 
vagine and the lower rectum in situ the vagina. 
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This operation has rightly not found any imitators, though the 
idea was adopted and improved on by Popoff and Schubert. 

Popoff 5’ resected the rectum just above the sphincter ani as well 
as higher up. He pulled down the upper bowel and sutured it to the 
anal portion, thus preserving the true anus. The resected piece of 
rectum was sutured to the vulvar opening. 

Schubert ° has performed his operation on four patients, and as 
it is the best of the three, deserves a fuller description, especially as 
he considers his method preferable to Baldwin’s, as being less 
dangerous. As will be shown later, most operators are following 
Baldwin’s method. 

Schubert lays the patient on the right side and first excises the 
hymen to form the orifice of the new vagina. An incision is made 
round the margin of the anus, and the bowel dissected free to a 
depth of 3 cm., the sphincter ani being left intact in situ. Beginning 
about 4 cm, behind the anus, a 10 em, long incision is made upwards 
over the coccyx and lower end of the sacrum, Through this incision 
the coccyx is removed, and the pelvic fascia opened longitudinally 
to reach the rectum, the bowel being brought into reach by a pair of 
swab-holding forceps placed in its lumen, The rectum is isolated 
for a distance of 12 cm, from the anus till a traction suture placed 
round the upper part can pull it down to the anus. When this can 
be done two clamps are applied to this upper portion in the region 
of the traction suture and the bowel divided between them. The 
upper portion of bowel is covered by a protective swab until the 
next stage of the operation is completed. The upper end of the 
lower resected portion of rectum is occluded by suture, the clamp 
removed and the closed bowel end fixed as high as possible on the 
small sacro-sciatic ligament. By blunt dissection with the finger an 
opening is now made from the vulvar wound upwards and backwards 
to make a passage communicating with the posterior wound, but 
leaving the perineal body intact. This space is widened to admit 
two fingers, and the anal end of the rectum pulled through and 
sutured to the skin margin of the vulvar wound. Finally, the 
upper bowel is pulled down to the anus and sutured in position, the 
posterior wound being closed excepting a small portion at the lower 
end, into which a drain is inserted. The new vagina is exposed with 
a speculum, wiped dry of mucus and loosely packed with gauze. 
The bowels are moved on the seventh day. 

Floel,?® Krémer 4° and Wertheim report cases operated on by 
Schubert’s method. In Krémer’s patient, a 21 year old girl, who 
wished to marry, there was considerable mucous discharge from the 
new vagina which required douching. He rightly emphasizes that 
antiseptics must be avoided in douching a bowel vagina. 

(b) Transplantation of a resected segment of ileum to form an 
artificial vagina. As already stated, Baldwin‘ was the first to 
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suggest this operation. The patient is placed in the lithotomy 
position and a transverse incision made at the site corresonding to 
the ostium vagine, the recto-vesical septum being then opened up 
till the peritoneum is reached, but not at this stage incised. A large 
hemostat is placed in the wound for future use and the opening 
packed with gauze pushed in round the forceps. The patient is now 
placed in the horizontal position and the abdomen opened. The 
most dependent loop of ileum is selected for resection and brought 
into the wound, this segment being found about 12 inches above the 
cecum. A segment 12 inches long is emptied of its contents, double 
clamped at each end and cut, the attached mesentery being carefully 
preserved. The ends of the resected segment are closed off by purse- 
string suture, the continuity of the main bowel being restored by 
end to end anastomosis with Murphy’s button, and the mesentery 
closed over the portion belonging to the resected segment. The 
peritoneum over the floor of the pelvis is opened and the hemostat 
pushed up from below to catch the resected piece of ileum at its 
centre and pull it down to the vulva. The peritoneum is sutured 
into place over the pelvis, the abdomen closed, and the patient 
again placed in the lithotomy position, The resected loop of bowel 
lies in the new canal doubled up, forming, as it were, a double 
vagina, and is opened at its centre, where it is grasped by the 
hemostat. Each loop of bowel is wiped clean and packed with gauze 
to adapt it to the walls of the new canal. The edge of the bowel 
opening is finally stitched to the skin edge of the vulvar wound. 
Some weeks later the intervening septum of the double bowel loop is 
cut to make a single vagina, though Abadie and Stickel have not 
found this necessary as the spur retracts. 


In Baldwin’s first case the atresia vagine was due to sloughing 
after parturition, and he wished to preserve the uterus and implant 
the cervix into the upper end of the new vagina. He had to remove 


the uterus, however, owing to the pelvic adhesions. Baldwin reports 
four successful cases, 


Abadie ! reports a successful case done by Baldwin’s method on a 
25 year old patient, who wished to get married. 


Stéckel ® did Baldwin’s operation on a 22 year old woman, but 
slightly modified it. He closed all the four cut ends of the bowel by 
purse-string suture, and established continuity of the ileum by 
lateral anastomosis. The resected portion of ileum was pulled 
down by a silk ligature passed round the centre. Like Abadie, he 
did not cut the intervening spur. Secretion from the new vagina 
was fairly free, averaging about 6c.cm daily, though it varied 
with the character of the diet. He advises that the patient should 


receive written instructions warning her against the use of disinfec- 
tants for douching. 
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Papanicol 5! performed Baldwin’s operation on a 26 year old 
woman, on whom five years previously he had done a plastic operation 
with failure. He did not cut the septum. This author reports a 
case operated on by Juvara. 

Three cases of Baldwin’s operation have been performed in 
Britain by Phillips, Bonney and Kerr, but none of them have been 
reported. 

Phillips © (Sheffield) operated with success on March 8, 1912, on 
a 20 year old girl with total absence of the vagina. There was a 
small bicornuate uterus, apparently solid, small Fallopian tubes and 
ovaries. The patient married in September 1912, and when 
examined in January 1913 the vagina was found 3} inches long, 
easily admitting the thumb, and had a soft slightly moist wall. 
Coitus was at first slightly painful, but is now satisfactory. 

Victor Bonney’? (London) operated successfully on a girl in 
October 1912. Further information regarding the case was not 
given. 

Munro Kerr*® (Glasgow) operated on a married woman in 
November 1912. 

Mori’s “6 operation differs from Baldwin’s in so far that he uses a 
single instead of a doubled-up loop of ileum, thus forming a single 
and not a double vagina. His first patient was a 24 year old un- 
married woman with a rudimentary uterus and a vaginal rudiment, 
on whom he operated on March 25 1908. He resected an 8 cm, long 
piece of ileum, the mesentery being cut obliquely to allow of one end 
of the bowel being sufficiently mobilised in order to pull it down to 
the vulva. Continuity of the whole ileum was established by end 
to end anastomosis with Murphy’s button. One end of the resected 
portion of ileum was closed and the open end pulled down to the 
vulva and sutured in position. A single length of ileum thus formed 
the vagina, and by turning the mesentery forward he gave the new 
canal a slight curve. When seen on February 11, 1909, the patient, 
now married, complained of dyspareunia. A stricture had formed 
at the vaginal orifice, but this was easily rectified by dilatation. 
The sexual function thereafter proved satisfactory, 


Hiberlin,*! owing to the failure of a plastic operation he per- 
formed in 1902 on a 28 year old married woman, devised an operation 
involving the implantation of a segment of ileum 15 to 20 cm. long, 
and should the uterus be present implantation of the cervix into 
the upper end of the bowel vagina. The method is practically 
Mori’s, but was published two years before Mori independently did 
his first case. So far as can be gathered from reading his paper he 
has not performed the operation on the living subject. 


Bumm, Halban and Miiller each report cases done by methods 
similar to Mori’s. 


14 
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Bumm’s !? patient was a 29 year old married woman. He re- 
sected a segment of ileum 15 cm, long at a distance of about 25 cm. 
from the cecum. The primary result was good. 

Halban’s 33 patient was 29 years old. Halban commenced the 
operation by opening the abdomen and separating the bladder from 
the rectum from above, instead of doing so from below, as followed 
by other surgeons. He resected 14 cm. of ileum at a distance of 
15cm. above the cecum and restored continuity by lateral 
anastomosis. One end of the resected portion was closed. An 
assistant then forced his finger from the vulva through the previously 
undivided tissue up into the wound, the open end of the resected 
bowel segment being then pulled down to the vulva, and the 
operation completed in the usual manner. The result was satis- 
factory and coitus painless. There was a continuous slight mucous 
secretion from the new vagina. 

Miiller 4” resected a 14cm. long piece of ileum at a distance of 
30cm, above the cecum. The patient was a young woman, aged 
21 years, operated on during 1909. Although the mesentery was 
mobilised retraction occurred, causing a defect just behind the 
urethra, but this healed later. 

Altogether, so far as known, fifteen cases of ileum transplantation 
have been done with no deaths from the operation. Eleven have 
been done by Baldwin’s method, and four by Mori’s, so that 
Baldwin’s procedure has found more favour. Although no deaths 
have been recorded it cannot be said that an operation involving 
resection of bowel is absolutely safe; so the final question arises, 
how far is one justified in risking the life of a maldeveloped but 
otherwise healthy woman simply to provide her with an artificial 
vagina when the uterus is absent? The operating gynecologist must 
answer this question according tu his personal view of the subject. 
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Pseudo-Eclampsia, with Two Illustrative Cases. I. 
Cerebral Tumour; II. Meningitis.* 


By Sir Hatirpay Croom. 


CEREBRAL conditions, associated with eclampsia, are by no means 
uncommon. They are, however, as a rule, associated with eclampsia 
proper ; that is to say, they are found to be a complication or a cause 
of death in ordinary toxic eclampsia. This subject has been very 
fully gone into in an interesting case described by Carver and 
Fairbairn. Although in their case the condition of the urine could 
not be examined, and although the fits, if any, were very slight, yet 
they were of opinion that the post mortem findings were sufficient to 
warrant the case being classed as an ordinary eclampsia, and that the 
hemorrhage in the pons was the result of degeneration of the vessels 
consequent on the eclampsia. They give a very full réswmé of the 
subject, especially quoting a most interesting case by Pfannenstiel, 
under the title of, “ Apoplexy as a cause of death in Eclampsia.” 

The subject has further been discussed by Rubintschick, who 
enters into the whole question in a dissertation. He describes nine 
cases of hemorrhage in the brain, in two of which it was punctiform, 
and in the seven others it was so marked as to be the direct cause of 
death. 

In the present communication I am not concerned with eclampsia 
proper at all. I wish to record two cases which closely and minutely 
simulated eclampsia, but in both of which cases the feature of toxic 
eclampsia, namely, urinary changes, was entirely absent, 

It is an admitted fact that a convulsive seizure in a pregnant, 
parturient, or puerperal woman does not necessarily mean eclampsia. 
Epilepsy and hystero-epilepsy are constantly referred to, and likewise 
the convulsions of uremia. A group of cases of meningitis, simulat- 
ing the condition, has been described by Commandeur, and Williams 
mentions that acute yellow atrophy of the liver, if accompanied by 
convulsions, as it sometimes is, is usually mistaken for eclampsia. 

In all the recorded cases of cerebral disease associated with 
eclampsia which I have been able to find, urinary symptoms have 
been prominent. Therefore I include none of them under the head- 
ing of pseudo-eclampsia. 


Case 1. H. Macc., wt. 244, ii-para, seven months pregnant, 
potato-digger, lately residing at Ratho. Admitted October 28 1912. 


* Read at Meeting of Edinburgh Obstetrical Society. 
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History. On October 26 1912 the patient was in Edinburgh, and 
in the evening she had what her friends call a fit. She did not 
recover quickly, and was taken home to Ratho in a cab. She was 
put to bed in the “ bothy,” and continued having fits every now and 
again. Her friends estimate that they recurred every ten minutes. 

On the following day, October 27, Dr. Helm, of Ratho, was 
summoned, and he advised her removal to the Maternity Hospital, 
but his advice was not heeded, and she continued having fits all 
Sunday. On Monday, October 28, Dr, Helm was again called, and 
insisted on her being removed. This was done at 11 o’clock a.m., 
and the patient was admitted to the Maternity Hospital at 12-15 p.m. 
on October 28 1912. A nurse accompanied the patient in a closed 
cab, and avers that she (patient) had siz fits during the journey from 
Ratho to Edinburgh. 

State on admission. The patient was a healthy-looking, well- 
built woman of about 20 to 25. Well nourished. 

Her face had a “ bright and brilliant ” hue about it, just as if she 
had scarlet fever, but her temperature was 98°4°, and pulse 88. 

She was evidently about seven months pregnant. The child was 
lying to the right, and the foetal heart beat at 130 per minute. 
Os (multiparous) admitted one finger. 

Blood-pressure, 140 mm. Hg. 

Nothing abnormal to be made out in the heart and lungs, 

Patient comatose, 

Catheter passed 9 ozs. of urine drawn off, amber coloured. Acid, 
contains no albumen, no blood, no sugar, no casts, no acetone; urea, 
gr. Vilj per oz. 

Pupils equally and moderately contracted, both reacting to light. 
No edema. 


Jerks. Knee-jerks both very active; no ankle clonus. Extensor 
response in both feet, more active on the left than the right. 
Babinski’s sign in the left foot was the only abnormal point. 


Treatment and progress. Twenty minutes after admission the 
patient had a slight fit. She had typical facial movements and 
movements of limbs. It began in the face and spread to the limbs, 
both sides of the body being equally affected. She did not, however, 
become purple, had not the markedly congested look, and the 
stertorous breathing at the end of the seizure was absent. 


She was given a large enema, and later the colon was washed out. 
The result was disappointing, only a few hard, constipated masses 
being returned, 


Her stomach was washed out, and a copious return resulted, much 
liquid and solid being returned. It smelt strongly of beer. Lavage 
was continued till return was quite clear, and 6 ozs. of mag. sulph. 
were left in the stomach. This was retained. 
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From 12-15 till 3 p.m. she had seven fits, none very severe, and 
each having the characteristics before described. At 3 p.m, she was 
given 4 gr. morphia. 

Blood-pressure still 140, 

Put in blankets and surrounded with hot-water bottles. 

I saw the patient just three hours after admission, and had the 
facts just recorded given to me, 

The question of diagnosis now became urgent. 

When I saw the patient’s face, I realized that it was not a regular 
and ordinary case of eclampsia. The face wanted the puffy, pale, 
cedematous look; it was flushed and thin. As I have said, the 
routine examination showed no indications of toxemia whatever. 
There was no cdema, and the condition of the kidneys was normal ; 
there was no indication that the seizure was cerebral, because there 
was no affection of the eyes, which were normal; there was no 
paralysis anywhere. With reference to the Babinski sign, which 
was absolutely the only indication present of any cerebral disease, it 
must be remembered that this sign, although of very great import- 
ance in combination with others, is in itself no absolute proof of the 
presence of any central lesion, occurring as it does under various 
other circumstances. We were therefore driven back to make a 
temporary diagnosis of possible ptomaine poisoning. 


While the patient was being examined vaginally at 5 p.m., she 
had a very bad fit. This was the most severe and long-continued 
that she had while in the hospital. This time she became purple and 
congested, and the stertorous breathing was very evident. So severe 
was the fit that chloroform was administered. 


That was the first fit since 3p.m. It brought the total up to 
eight since admission. From the time she entered the hospital till 
her death, she was never conscious. 


At 6 p.m. she was venesected, and 6 ozs, of blood drawn off. Her 
blood-pressure now dropped to 100 mm, of Hg. She required no 
anesthetic for the operation, and never moved a muscle. There was 
no indication of any fit. Up till 8 p.m. she remained in the same 
condition—very restful—and having had no further fits. After 
8 p.m, she was much more easily roused—one speaking in just a 
moderate tone aroused her easily, and she opened her eyes, but made 
no attempt to speak. She, however, swallowed some water. From 
8 p.m. to 1 a.m. (October 29) she had five “ feeders ” of water, in all 
30 ozs. She passed a copious supply of urine in bed, 


At 2a.m., October 29, patient’s breathing became quick, and she 
was spitting up a great deal of frothy fluid. This was causing her 
such obvious discomfort that the stomach-tube was again passed and 
the stomach emptied. 

The bowels still refused to act. 
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October 29. No fits; blood-pressure, 92; temperature, 103; pulse, 
124. Knee-jerks less active now, but still extensor response of left 
great toe. The response of the right toe was then flexor. She was 
given another enema without result, and the rectum was digitally 
examined lest there should be any large fecal mass blocking the 
way, as the lavage tube did not pass easily. 

She gradually sank, the temperature rising to 103° and later to 
107°, and died at 5-45 p.m. 

Towards the end the urine contained just the merest trace of 
albumen, probably due to pyrexia. She passed urine copiously in 
bed. As the case was evidently not eclampsia, and as the child was 
premature and illegitimate, no attempt at delivery was made, 

The following is the report of the autopsy kindly furnished by 
Dr. Millar :— 

Body well developed and well nourished. Rigidity marked. 
Post mortem change along line of vessels. Lividity of face and neck. 

Pleural sacs empty, no adhesions, 

Pericardial sac contains slight excess of fluid. 

Peritoneum contains slight excess of fluid. 

Lungs. Both show oedema, and in the lower and _ posterior 
portion, congestion. 

Heart. Cavities contain post mortem clot in large amount. 
Valves normal, 

Muscle. Pale, soft, friable. Diffuse fatty degeneration. 

Liver. Well-marked fatty degeneration, no hemorrhages. 

Spleen. Slightly enlarged and congested, 

Kidneys. Left small, soft, pale; well-marked fatty and catarrhal 
change: Vessels congested. Right similar, but larger. 

Intestines and Stomach, Uniformly distended with gas, no 
abnormality. 

Brain. Vessels greatly congested. In the left anterior parietal 
region, towards the inner surface, there is a lobulated, firm tumour, 
well defined from the surrounding brain, about the size of a tangerine 
orange. 

No abnormality of the pituitary. 

Uterus. Greatly enlarged, and containing foetus. Veins dis- 
tended with post mortem clot. 

Summary. Large tumour of left anterior parietal region. Fatty 
and catarrhal change in kidneys. Fatty degeneration of liver and 
heart. (dema of lungs. 

For the following description of the relations of the tumour I am 
indebted to Dr. Jamieson, of the Anatomy Department :— 

The tumour reaches to within half an inch of the anterior end of 
the left hemisphere and lies opposite the superior middle and inferior 
frontal convolutions of the convex surface of the hemisphere, and 
opposite those parts of the marginal and callosal convolutions (on the 
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Section of tumour, low power view, shewing (a) loose vascular 
connective Ussue ; (6) layer of epithelium ; (¢) stratified dead epithelial 
clements. 


FIG. 2. 





Section of tumour, low power view, shewing (a) layer of epithelial 
cells ; (6) stratified dead epithelial elements. 


























Section of tumour, high power view, shewing (@) normal brain 
| tissue ; (4) layer of tumour epithelium ; (¢c) stratified dead epithelium. 


FIG. 4. 











Section of tumour, high power view, shewing (a) layers of nucleated 
epithelial cells ; (6) subjacent vascular connective tissue. 





PLATE I. 


Section of Brain viewed from above shewing 


region. 
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inner surface) which lie above the anterior half of the corpus 
callosum, 

Where it lies in relation to the superior frontal convolution it is 
near the surface, and fibres arising and ending in that convolution 
must have suffered great displacement compression. It is about half 
an inch away from the surface of the middle frontal convolution, 
and one inch from the surface of the inferior; and fibres from these 
have therefore suffered less, although they would have been affected. 

On the inner aspect of the hemisphere, where the tumour is at the 
surface, the marginal and callosal convolutions have been well-nigh 
obliterated in the region involved, only shreds of cerebral tissue 
remaining on the surface of the tumour; and in that region there is 
no evidence even of remains of the cingulum—the long “association” 
tract associated with the callosal convolution. In this region the 
tumour has grown beyond the plane of the surface of the left 
hemisphere, and has produced a depression on corresponding parts of 
the marginal and callosal convolutions of the right hemisphere, 
probably sufficient to have produced manifestations of compression if 
that part of the brain had had functions which gave rise to outward 
acts and appearances. 

The tumour has pushed the anterior part of the left half of the 
corpus callosum backwards and downwards, stretching it and 
thinning it out, and through it exerting pressure on the head of the 
caudate nucleus, which has been compressed and flattened from 
above downwards; and at one point the tumour has burst through the 
corpus callosum, invaded the head of the caudate nucleus, and 
crushed the anterior limb of the internal capsule. 

The posterior limit of the tumour is at a level one inch in front of 
posterior end of corpus callosum, and at its lowest level it is about 
half an inch above the surface of the posterior part of the anterior 
orbital convolution. 

The middle frontal convolution has been said to contain motor 
centres for the orbital muscles of the opposite side. The callosal 
convolution may have to do with smell. The rest of the regions 
involved have not yet been ascribed definite functions, but it has 
been supposed that in them are evolved those higher processes of 
thought of which the patient’s occupation did not provide sufficient 
opportunity for adequate expression. 

The tumour consists largely of layer upon layer of what are 
believed to be flattened, dead epithelial cells. Between these are to 
be found, in the fresh condition, crystals of cholesterin (hence the 
name of cholesteatoma, given originally by Johannes Miiller). 
There are also to be found layers consisting of nucleated epithelial 
cells lying upon a substratum of loose connective-tissue, which 
sometimes contains blood-vessels. Occasionally the epithelium 
entirely surrounds the connective-tissue core; more often there is a 
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core of dead stratified epithelium, surrounded by nucleated epi- 
thelium, and later again by the loose connective-tissue, 


Essentially, therefore, the tumour consists of epithelium with a 
supporting stroma of connective-tissue upon which it lies. The 
epithelial cells are constantly multiplying and being thrown off. 
These dead epithelial cells, from pressure, become flattened, and 
from their disintegration cholesterin results. 


As already stated, the name cholesteatoma was introduced by 
Miiller, but the tumour is also known as “ Pearl” tumour, from its 
mother-of-pearl appearance (Cruveilhier and Virchow). 


As regards its origin and nature, two different ideas prevail, 


1. That it is an epithelial tumour originating from epidermal 
elements misplaced during embryonic life. This view is supported 
by the tumours occurring chiefly towards the middle line. This view 
is held by authorities such as Ribbert, Bostroem and Ziegler. 
According to this view, the neoplasm is allied to the true dermoid, 
which may also occur in the brain, and which contains hairs and 
other skin structures, 

2. That the tumour arises from the endothelium of the pia- 
arachnoid, and is therefore in reality an endothelioma. This view 
is held by such authorities as Borst, Beneki and Klebs. 

In the case of certain convulsive seizures it is the case that the 
convulsion begins in the area (say the limb) which is supplied from 
the region of the cortex cerebri, to which the exaggerated stimulus 
has been applied, but that it spreads over parts not primarily 
affected. 

The tumour is in front of the motor area, and exerts its direct 
pressure on convolutions (and their fibres) about which we know little 
or nothing; but the motor area and the fibres coming from it, no 
doubt, might have been affected by pressure transmitted through 
the substance intervening between them and the tumour. If there 
was such transmitted pressure on cortical substance it would have 
been greatest at the upper part of the motor area, where the lower 
limb centres are. The anterior limb of the internal capsule has 
been damaged. There are no motor fibres there, but the genu of 
the internal capsule, where the face fibres are, is immediately 
adjoining, and, although to the naked eye it is unaffected, it may 
have been subjected to a transmitted pressure which had increased 
sufficiently to provide the stimulus for the initiation of the convul- 
sions. 

Now the points of interest in this case, apart from those giving 
rise to symptoms simulating eclampsia, are—(1) The situation of the 
tumour in the brain in the anterior lobe, a region of the brain which 
has hitherto escaped the localization of function; (2) that a tumour 
of this consistence and size must have occupied that situation for a 
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long time without giving rise to any symptoms at all. The possibility 
of such an occurrence in this region of the brain is well recognized. 

I understand from the patient’s friends that she was doing her 
ordinary work for months previously, and on an earlier occasion she 
was confined without any symptoms of trouble. Why that particular 
explosion should have taken place at the time mentioned it is difficult 
to say; but it seems to me that a probable explanation of it is as 
follows :—She was a potato-digger, and belonged to the very lowest 
class of outdoor workers. She came into Edinburgh to have a 
carousal with her friends, and after consuming a considerable 
quantity of alcohol, there would be necessarily a corresponding 
cerebral congestion, When the stomach-pump was used there was 
found a very heterogeneous mass in the stomach, along with alcohol, 
and I was disposed to think at the time—for want of a better 
explanation—that the toxic condition causing the fits was some 
ptomaine poisoning. 

A case like this eminently shows the importance of making a 
full autopsy in every case of eclampsia. There was nothing to give 
the slightest inkling that the brain tissue was in any way involved. 
Symptoms such as squinting, irregularity of the pupils, and various 
paralyses were entirely absent, and, as I have said, we were driven 
back to the conclusion that the patient was suffering from a peculiar 
form of ‘‘ eclampsia,” probably originating in some gastric poison- 
ing. The discovery of the tumour in the brain was unlooked for and 
unexpected. 

The importance of a post mortem in any fatal case is further 
emphasized by the obvious fact that no deduction, as the result of 
treatment, can be drawn where no such verifications of the diagnosis 
have been obtained, 

I have looked into the literature of this subject, which is very 
scanty, and, so far as I can discover, the only two cases which most 
approximately resemble the one I have just recorded, in which the 
syndrome of symptoms known as eclampsia was simulated by intra- 
cranial tumour are reported, the one by Zweifel and the other by 
Snoo. 

Zweifel records a case of so-called eclampsia in which there were 
eighty-eight fits at and after birth, and in which the cause of the 
fits was a glioma of the left hemisphere. In this case earlier 
epileptic attacks rendered the differential diagnosis easier, 

Snoo records a case of a x-para who had suffered from ear trouble 
for one and a half years. She was received into hospital in the ninth 
month of pregnancy, with a diagnosis of eclampsia. The visage was 
emaciated; some oedema in the feet; albumen, 1 per cent.; middle 
ear catarrh. With the exception of convulsions, there were no 
symptoms present from which cerebral complications could be con- 
cluded. There was a spontaneous delivery; and slight convulsions 
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during the puerperium. On the eighth day a radical operation was 
performed, and a cholesteatoma removed. The condition was un- 
changed. ‘Two days later, the incision and evacuation of a cerebral 
abscess was followed by rapid improvement. 


Case. J.J., et. 16, primipara, admitted to the Royal Maternity 
Hospital on December 10 1912, at 1-30 p.m. 


History. The patient was confined naturally, at ll a.m. on 
December 10, but both child and placenta were born before the 
nurses arrived in the house. The patient had her first fit at 
12-10 p.m. (one hour and ten minutes after the birth of the baby), 
and a second fit at 1-20 p.m., and yet a third at 1-25 p.m. She was 
then removed in an ambulance waggon to the Royal Maternity 
Hospital. 

Previous history (obtained from her mother). She had been a 
healthy girl, except that she had a slight tendency to sore throats; 
but the mother says she had never rheumatic fever nor “ growing 
pains.” She had measles badly when an infant, but was otherwise 
healthy. 

For the last few days her mother says that she complained of a 
sore throat, and a headache. Her face was puffy, and her ankles 
were swollen somewhat. But there was no epigastric pain and no 
sickness, as far as her mother could make out; but, she adds, the 
patient—being somewhat ashamed of her condition—was reticent, 
and complained very little. 

Family history. Father and mother healthy. Two sisters, 
strong and healthy. Has two uncles dead from phthisis, 

State on admission. Well-developed, healthy-looking girl. 
Slightly florid complexion. Pulse 90, temperature 99°8° Slight 
puffiness of face, but no pallor or pastiness. Slightly comatose—on 
talking loudly to her she awakes out of her stupor and makes a very 
feeble attempt to answer one’s question. 


Progress. While an enema was being given she had a slight fit. 
It was not very severe, but was a “ typical ” fit. This was the fourth 
fit—(first since admission). 


Responded well to hot pack. 


At 3-30 p.m. she had another fit (total now five), severer than its 
predecessor, and a sixth fit at 4-30 p.m. During the interval she 
was sick and brought up fluid, presumably the mag. sulph. which 
had been administered on admission. At 6 p.m. her temperature 
was 104°6°, and pulse 126. She was given a tepid sponge, and the 
temperature fell to 104°, and pulse to 114. Between 4-30 and 6-30 
she had three fits, and got morphia sulph. gr. 3 hypodermically. 
She was now showing slight head retraction. Breathing gasping. 
No agitation. 
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At 8 p.m, she had a very severe fit indeed, necessitating chloro- 
form. 

At 8-10 p.m. Dr. Lithgow examined the eyes, but could find 
nothing amiss in the retine. Intra-uterine douche given at 9o0’clock. 
Head retraction well developed at 10 p.m., and fits recurring more 
frequently, and all very severe. Temperature now 105°8°. At 10-50 
the patient “lumbar punctured.” Fluid clear, but came off at high 
pressure—easily obtained. 

Temperature at 11 p.m., 106°8°. 

Temperature at 12 midnight, 108°. Patient sinking. 

Temperature at 1 p.m., 107°. 

At 1-25 the patient died. 

Cerebro-spinal fluid shows streptococci, and long bacilli which 
look like pneumo-bacilli. 

Time Table of Fits. 
Before Admission. After Admission. 
12-10 p.m. 2-15 p.m. 
1-20 ,, 3-30 ,, 
1-25 ,, 4-40 ,, 
5-15 ,, 
6-5 ” 
6-30 ,, 
6-45 ,, 
7-35 ,, 
8-15 ,, Very bad fit. 
8-20 ,, 
10 
Post Mortem Report. 


99 


Body well developed and well nourished. 

Breasts well developed, showing dark areola, and abdomen quite 
prominent. 

Appendiz adherent by apex to portion of omentum. Appendix 
extremely bulbous. 

Large caseous mesenteric glands. 

Kidneys show pallor of cortex. 

Liver somewhat pale, but no obvious change. 

Stomach moderately distended. 

Left lung shows adhesion at apex, which is puckered. Right 
lung, no adhesion. Both lungs show edema and congestion at bases, 

Heart muscle somewhat soft—no other abnormality. 

Brain. Some flattening of convolutions and congestion of vessels. 
No obvious exudate. 

Excess of cerebro-spinal fluid, which appears clear. On section, 
brain substance shows some cedema. 

Cord. No obvious change, 
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Summary. Old tubercle of left lung and of mesenteric glands. 
Congestion and edema of brain and lungs. 

Early tuberculous meningitis found on microscopic examination. 

Quite a number of such cases are on record. For example :— 

Valentine reports a case of a multipara admitted to the hospital, 
in which eclampsia was diagnosed, and the case treated as such. 
The autopsy revealed suppurative meningitis. 

Budin reports a case of a woman admitted to the Charity Hospital. 
The diagnosis was eclampsia. Budin himself diagnosed encephalitis. 
The post mortem revealed meningo-encephalitis. 

Crougat reports a case of eclampsia occurring post partum. The 
autopsy revealed suppurative meningitis. 

Wilson, of Birmingham, reported an interesting case to the 
London Obstetrical Society, where the diagnosis was eclampsia, and 
where the cause of the so-called eclampsia was meningitis. 

Budin reports a further case. The diagnosis was eclampsia. 
The autopsy revealed meningitis. 

Brindeau records a case where eclampsia was first of all diagnosed, 
then afterwards meningitis was diagnosed and confirmed by lumbar 
puncture, 

Brindeau further records a case of a multipara, where a pro- 
visional diagnosis of eclampsia was made. ‘This occurred post 
partum, as in the former case. Lumbar puncture revealed the 
presence of meningitis. 

Numerous other cases have been recorded of meningitis occurring 
during pregnancy, but they do not in any way simulate eclampsia, 
therefore I have not made any reference to them here. Some of 
these are recorded by Commandeur. I should like to refer to one 
case more, recorded by the same author. 


CoMMANDEUR. Acute suppurative pneumococcal and. staphylococcal 
cerebro-spinal meningitis. Pregnancy seven and a half 
months, Death. Casarean section post mortem. Autopsy. 

Woman, ext, 29, multipara, brought to Maternity of Charité 
Hospital, Lyons, February 6 1905, at 5p.m. Her state (she was 
seven and a half months pregnant) was as follows :—She presented 
symptoms of extreme excitation; lying on a couch, she attempted to 
bite and to scratch. White foam escaped from her mouth, and she 
projected her tongue to left side. Her violence required seven 
persons to hold her. At first sight it appeared she was an eclamptic; 
her tongue was bitten in several places, and her face was contracted. 
Admitted without history, 

Certain clinical details gave rise to a remark made to the staff of 
the Charité that “it was a case of eclampsia not like the others.” 
In fact, what dominated the picture was that the delirium was one of 
the most violent known. 
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At this moment a rapid examination showed that the temperature 
was 38'4°; pulse about 180, and could hardly be counted. Urine 
was drawn off by catheter, and it contained some quantity of 
albumen. No cedema of lower limbs. Eyes widely open and pupils 
dilated, but the patient did not appear to see objects surrounding 
her. She did not reply to questions put to her, and she uttered 
hoarse cries. 

Three small wounds were noticed on her right leg, resembling the 
bite of an animal, so much so that one might well ask whether, in the 
absence of any history, it was not a case of human rabies. 

The phenomena of excitation seen upon admission did not last 
long. Very quickly, at the end of half an hour, the patient fell into 
a state of complete coma; the respiration suddenly became irregular, 
and ceased. In spite of all measures (venesection, rhythmic tractions 
on tongue, artificial respiration, injections of ether and of caffeine) 
the patient remained cyanosed, and nothing was able to reawaken 
the respiratory movements. The heart continued to beat for a 
quarter of an hour, and then ceased. Directly she had ceased to 
live, Cesarean section post mortem was performed, and a child was 
extracted, which weighed 1610 grs., in a state of “ apparent death ” ; 
its heart continued beating for forty-five minutes, but it could not be 
reanimated. 

The following information respecting the patient was obtained 
next day:—Her pregnancy (about seven and a half months) had 
been rendered troublesome by vomiting and lumbar pains. Lively 
and active by nature, she had not complained of any malaise. The 
preceding week she had nursed her husband and child, both attacked 
with influenza, and both recovered. 

February 3 (Wednesday), she had some rigors and a severe head- 
ache; nevertheless she got through her work. On Saturday she was 
about the same; she had headache perpetually, but no worse. 
On Sunday, February 5, she felt tired, and had to lie down in the 
afternoon. Headache was always the predominant symptom, 

On Monday morning, February 6, she had a kind of convulsive 
attack, limited to the face, and leading to strabismus, which per- 
sisted till morning. At this time the delirium appeared, which 
increased till the evening, when she was received into the hospital. 

It is worth noting that the patient never had any edema of the 
lower limbs, nor visual troubles, usually premonitory of eclampsia. 

Urine was normal in quantity, and very clear. Lastly, the 
placenta was carefully examined, and exhibited no albuminuric 
lesion. The woman, however, was somewhat addicted to alcohol. 


Autopsy. Thirty-sia hours after death. 


Liver. Somewhat large, weighing 2kg. Upon section it showed 
zones of coloration, paler than usual, corresponding, without doubt, 
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to the starting-point of steatosis. Spleen, kidneys, heart, healthy; 
lungs showed slight diffuse congestion. 

Skull cap removed and dura mater incised. Drop of pus first 
escaped, amount escaping increased. Pus yellowish green, creamy, 
occupying the arachnoid space, and covering the whole surface of 
the hemispheres, 

Sub-arachnoid spaces equally invaded, but pus there was less 
creamy and more grumous. Lateral ventricles contained sero- 
purulent fluid. Section of brain showed no abscesses, no softening, 
no tubercles or localized foci of infection. 

Summary. Diplococci presenting aspect and characters of 
culture of pneumococcus, associated with pus with staphylococci, 

La Motte has recorded quite a remarkable case of a woman who 
was supposed to have had eclamptic convulsions when some months 
pregnant. The abdomen was so large he could not at first believe 
that her pregnancy was not at normal term. Learning that she had 
passed very little urine for some days, he attempted to use a catheter, 
but found no response. He introduced his hand, and ascertained 
that the resistance was caused by the foetus, which was pressing upon 
the neck of the bladder. He says:—‘“‘I gently pushed the head as 
high as possible, and the moment the neck of the bladder was relieved 
of its pressure there escaped such an amount of urine it was thought 
impossible that the organ could contain such a quantity. The simple 
evacuation of the urine cured the eclampsia, which had threatened a 
fatal termination.” 

In all these cases it was shown conclusively that there was no 
toxemia, in the proper acceptation of the word, and that the patients 
died directly from cerebral disease, giving rise to convulsions which 
closely simulated eclampsia. It will be further observed that these 
cases which Commandeur has collected are meningeal in their origin, 
and mainly suppurative. In these cases eclamptic symptoms were 
often wanting, and certainly in none of the cases were the symptoms 
so pronounced as in these two I have just recorded. 

The convulsions due to meningitis may be distinguished from 
eclampsia by the history of the infection, the presence of hemiplegia 
or other paralyses, and by the fact that the urine has not diminished 
in quantity, and does not contain albumen. But I had no such 
assistance in these cases, because I could get no history from the 
patients, and there was no hemiplegia or paralyses present. 

Ahlfeld, Olshausen, Engelman, Jardine, Zweifel, Cato and 
Rissman all record cases of attacks of what one might call pseudo- 
eclampsia, where, in every case, many of the essential features in 
eclampsia were wanting, and in which the special feature was the 
extreme number of the fits, varying from 250 to 500. These were all 
what one might call atypical cases, and judging by these, one might 
say that in cases where the number and frequency of the attacks are 
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marked from the commencement, it would make the diagnosis of pure 
eclampsia somewhat questionable. Numerous fits and atypical 
symptoms suggest the likelihood that the case is not pure eclampsia. 

From the cases to which I have referred it seems to me possible 
to have a clinical picture very similar to that of eclampsia occurring 
in cases of diseases of the meninges, cerebral tumours, some forms of 
epilepsy and hystero-epilepsy, 

It has always been a difficulty to account for the occurrence of 
eclampsia without any urinary change, especially albumen, but such 
cases have been described from time to time, and they are recorded 
in most text-books as cases of eclampsia without albuminuria. I 
believe that, recognizing as is now done, that eclampsia properly so- 
called is toxic in its origin, the absence of albumen would, a priori, 
render the diagnosis of a pure eclampsia untenable. 


I believe that want of differentiation of these cases has led to 
quite a number of cases being recorded as eclampsia which were not 
at all toxic in their origin, and no doubt has led to a very consider- 
able misinterpretation of the value of various methods of treatment. 
The cases which I have myself recorded, and the others I have 
referred to, were all sent in as ordinary eclampsias, and had they 
continued to be so regarded, the result of treatment would in them 
have been most misleading, 

In conclusion, eclampsia is known as the “ disease of theories ”’ ; 
but there is one form.of eclampsia, namely, that occurring de novo 
after labour, and during the puerperium, which does not readily 
adapt itself to the more commonly accepted theories. Perhaps it is 
not going too far to suggest that the cases which I have reported, 
one of which originated de novo after labour, may explain the 
occurrence of at least some of these obscure post partum eclampsias. 
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The Excretion of Amylolytic Ferments in the Urine 
during the Toxzmias of Pregnancy. 


By Duptey Corserr, M.D, (Oxon.). 


From the Obstetrical and Pathological Departments, 
St. Thomas’s Hospital, London. 


Tue starch-reducing ferment which is excreted in normal human 
urine, although discovered in 1863 by Cohnheim,! has only been 
more thoroughly investigated within recent years. The whole 
question has formed the subject of a thesis by the writer based on 
the work of Wohlgemuth and others. It is published in detail else- 
where with full literature.* But several points have arisen upon 
which more work is required, and interesting results have been 
obtained in the toxemic states of pregnancy which may afford 
material for further research. Wohlgemuth? originally worked 
with specimens of urine obtained by ureteric catheterization from 
cases where it was likely that one kidney was damaged. By 
estimating the quantity of ferment present in either specimen he was 
able to say which of the two kidneys was affected, for the diseased 
kidney will secrete less diastase than the normal one. This method 
he considered simpler and of greater value than the other tests 
which have been devised for the same purpose. Further, he examined 
a series of urines from cases of nephritis, and showed that the quan- 
tity of ferment was always less than that found in the normal. 

The work of Wynhausen * and Rosenthal 4 is in agreement with 
these results. Also Hirata 5 has shown that if the kidneys of a 
rabbit are artificially injured diastase diminishes in the urine in 
proportion to the progress or extent of the disease thus induced. 

The technique of the quantitative method employed by 
Wohlgemuth ? is as follows :—About 3 cc, of urine are sufficient, and 
this should be a portion of a 24-hour specimen wherever possible, 
although in dealing with large variations from the normal a single 
specimen will yield values sufficiently accurate for clinical purposes. 
It is only when comparing the results from day to day that 24-hour 
specimens are essential. The urine need not be examined at once, 
for by the addition of toluol in the proportion of 1—10 it can be 
used for the test after some weeks if shaken up occasionally. It 
need not be filtered before use unless any gross impurities are 
present. The salt content is without any influence on the result, 
nor is it necessary to pay any attention to the reaction. 


* Quarterly Journal of Medicine, No. 24, April 1913. 
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Technique of the Test. Solutions required. 

1, 2-3 cc, urine, 

2. O1 per cent. of “soluble starch” (Kahlbaum, Berlin) in 
distilled water. This is best prepared by having the water boiling 
in an open beaker on a sand bath and gradually adding the requisite 
amount of starch, constantly stirring during solution. The solution, 
which at first was turbid, will become perfectly clear except for 
a faint opalescence. It is best prepared fresh, for after two or 
three days fine flakes will separate out, and it is then useless. 

3. 1 per cent. NaCl solution, 

4. 1/,, N iodine solution in distilled water. This deteriorates 
after a time, so it is better to have a !/,, N solution and dilute as 
required. 

A series of test tubes is filled with decreasing amounts of urine. 
Each tube is marked with a grease pencil showing the amount of 
urine it contains. It has been found that the most convenient 
series for normal cases is represented by a row of ten tubes for 
each specimen of urine. The tubes are filled as follows :— 


Tube No. Urine c.cm. 
06 
05 
0-4 
03 
02 
01 
0°09 
0°08 
re fe ih = 0:07 
10 is om dats se 0°06 

For measuring these quantities a 1 c.cm. pipette is used which is 
graded in hundredths. By this means it is easy to measure the 
amounts from 0°6-0'l. For the smaller quantities one must work 
with a 1/,, dilution with NaCl. The amount of fluid in each tube 
is made up to 1 c.cm. by the addition of NaCl. 

2 cc. of the 0°1 per cent. starch solution is added to each tube, and 
the contents carefully shaken. In adding the saline and starch solu- 
tions it will be found convenient to have two burettes, a 10 cc. for the 
NaCl and a 25 ce. for the starch, each c.cm. of the small burettes 
being divided into tenths. The series of tubes is then placed in a 
water bath for half an hour, which is kept at a temperature of 
38-39°C. by means of a thermo-regulator. At the expiration of that 
time they are all taken out and placed in cold water for two to three 
minutes to stop the ferment action, They are then arranged in their 
original order in the test tube stand (one with a double tier is 


— 


wv 


-~ 


wCeonrnowr 


convenient when comparing two urines), and to each tube one drop 


aaa 


LEE 
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of the iodine solution is added. It is now ascertained which tube 
beginning from No. 1 or that containing 0°6 cc. is the first to show a 
blue tint. This is taken as the “ limit ” tube, or, in other words, 
the tube in which the first trace of undigested starch is found, and 
from this the diastase content of the urine can be calculated, as 
shown below. In adding the iodine to the tubes it must be noted 
that in those tubes which contain a relatively large amount of urine 
the colour produced by the addition of one drop of iodine disappears 
almost at once, so that it will be found necessary to add more than 
one drop, but in comparing two urines the same amounts must be added 
to the corresponding tube in a parallel series. Should an excess of 
iodine be accidentally added, the first trace of blue colour will be 
obscured by a brownish tinge. However, this colour can be restored 
to its proper place in the series by adding about another cc. of saline. 


The result of a series from a normal case is here shown in a 
tabular form :— 








Tube containing 

No, Iodine. Colour. 

1. 06 cc. \ All made up to lec.(ldrop. Yellow, 

2. 05 cc, | by addition of 1 per|1drop. Yellow, 

3. 04 cc. |cent. NaCl. Thenj1ldrop. Yellow, 

4. 03 cc. |2cc, O1 per cent.|1drop. Red yellow. 
5. 02 cc. |starchsolutionadded,}1drop. Red yellow. 
6. 01 cc. {and all incubated for} 1 drop. Mauve, “ limit.” 
7. 0°09cc. |4 hour at 38-39°C.|1 drop. Dark violet 
8. 0°08cc. |Cooled and iodine}1 drop. Dark violet 
9. 0°07 cc. | added. ldrop. Blue, 
10. 0°06 cc, / \1 drop. Blue, 


In this case we see that the tube containing 0°lcc. of urine is 
the “limit,” or, in other words, all the starch has been digested 
with the formation of erythrodextrin in the tube containing 0°2 cc. 
The calculation is then easily made, 

0'2 ce. urine will digest 2 cc. 0°1 per cent. starch solution in } hour 
“. lee. urine will digest ?°/,=10 cc, starch solution in } hour. 
This result can be expressed as the figure : — 


a” «it 
30’ 


or more simply :— 
d.=10 units. 


Wohlgemuth also describes another test where the urine is 
digested with the starch for 24 hours; but for general purposes the 
}-hour test is sufficient, and it has also been used by the majority of 
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other observers, so that the figures obtained are comparable. 
We shall then have as the value of diastase one of a series of 
figures, each corresponding with a tube containing a certain 
fractional amount of urine upon which the calculation is based. 
Taking, therefore, a series of tubes containing 0°6-0°01 cc, of urine, 
we shall have the corresponding series of figures in harmonic 
progression : — 


Urine. d. value. Urine. d. value. Urine. d. value, 


06 = 33 0°09 = 22°2 003 = 666 
05= 4 0°08 = 25 0:02 = 100 
04= 5 0:07 = 285 0°01 = 200 
03 = 66 0°06 = 33°3 

O02 = 10 0°05 = 40 and so on. 
0’'l = 20 0:04 = 50 


The following results were obtained by me, confirming the 
presence of a starch reducing ferment in the urine :— 

1. Boiled urine has no reducing power. 

2. When heated to 60°C. the ferment will gradually be destroyed, 
but it needs about 45 minutes of this temperature before destruction 
is complete. 

3. An osazone can be obtained from a mixture of urine and 
starch solution provided that the incubation period is prolonged. 

4. The ferment can be extracted from the urine with alcohol. 

In order to form some idea of the comparative concentration ot 
the ferment in the urine human saliva was tested by a similar 
quantitative method. It yielded a value of 100,000 units. 


In examining cases of renal disease certain cases showed low 
readings for diastase, whereas in others they were normal. In one 
case of clinically pure interstitial nephritis the ferment was absent 
on two occasions. Further research tended to show that this anomaly 
was probably due to the different forms of nephritis concerned, that 
where the kidneys are permeable to albumen they are also permeable 
to ferment. In example, in a chronic parenchymatous case with a 
large amount of albumen in the urine the values for both serum 
and urine lay between 6 and 10 units, while in a chronic interstitial 
case where there was but a trace of albumen present the urine had 
a value of 10, while that for the serum was as high as 25. 


Serum Test. 

The method used by the writer was as follows:—For the unit 
of volume a mark is made on a Wright’s pipette. The serum is 
diluted !/, with normal saline, and equal volumes of diluted serum 
are placed in a series of small test tubes, such as are used for the 
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Wasserman reaction. To these are then added increasing volumes 
of the ‘1 per cent. starch solution. The series are incubated in a 
water bath at 38°C. for } hour. A small drop of 1/;, N iodine 
solution is then added to each, and it is noted which tube first 
shows a trace of blue colour. The calculation is made from the 
preceding tube, e.g., serum diluted '/,; tube containing 4 volumes 
of starch solution +1 vol. of diluted serum gives first trace of a 
blue colour : 
“ d.=165, 


Care must be taken to avoid adding an excess of iodine. 


In normal urines Wohlgemuth found readings for diastase, which 
varied between 6°6 and 25, unless there was polyuria, when a lower 
reading would be given. This is in accordance with my own 
observations on 24-hour specimens in healthy subjects, except that 
a figure as high as 43°35 is occasionally found. On the other hand, 
if one examines single specimens which are, judging by their colour 
and specific gravity, more concentrated than usual, a reading of 
40 is occasionally met with; but I have never found a higher 
reading than this in a healthy person. 

Apart from its value in differential diagnosis, certain experiments 
of Wohlgemuth and Noguchi ® showed the wider application of the 
test. They damaged the pancreas in dogs by cutting into it and 
bruising it with the fingers. Blood samples were taken before the 
operation and every succeeding hour. Using a similar quantitative 
method for the serum, they found that its diastase value rose rapidly 
up to 800 in 24 hours; the value for the urine rose correspondingly. 
They also examined a number of human sera, and found that the 
average diastase value varied between 8 and 16 under normal condi- 
tions, and so they suggest the application of the test as a means 
of diagnosing traumatic lesions of the pancreas, 

We may assume then that in the normal individual a fairly 
constant amount of diastatic ferment is absorbed by the blood and 
so excreted in the urine, and that any increase in the proportion 
present in the blood is accompanied by a corresponding excess in the 
urine. We have seen, however, that if a kidney is damaged by 
disease less diastase is excreted, consequently one would be justified 
in concluding that if both kidneys were affected, as in nephritis, 
there would be a rise in the ferment content of the blood to a point 
above that in the urine. 


Results obtained in other Diseases. 

A large number of pathological conditions were examined by 
this method, nearly all the work being done on the urine. Values 
up to 100 units were found in some acute infective conditions without 
pronounced renal damage, but the only readings found above this 








282 Journal of Obstetrics and Gynecology 


mark were those in the urines from cases of pancreatic disease, 
certain forms of eclampsia, and one case of acidosis in a child. The 
readings found in some of the latter were so high as to distinguish 
them from any other type of case examined. 

Seven cases of undoubted pancreatic disease, two being verified 
by operation and one by microscopical examination, gave high 
readings, whether due to malignant or inflammatory processes. In 
four cases where pancreatitis was suspected only the readings were 
normal. Cammidge’s reaction was done on three of these and was 
negative. 


The Urine in Pregnancy. 

A series of normal pregnancies was examined to see whether 
parturition was accompanied by any alteration in the diastase value 
of the urine. Normal readings were found in all cases, and there 
was no change before or after the birth of the child that could be 
said to be connected therewith. 

All the specimens examined were samples from the total amount 
of urine passed in the 24 hours, and it was notable how steady the 
readings kept from day to day. 

Case 1. Normal pregnancy. Feb. 27, delivery; Feb. 28, 
d.=10; Feb. 29 and March 1, 10—20; March 3, d.=20; March 4 and 
5, d.=10; March 6, d.=25; March 7, d.=10. 

Case 11. Normal pregnancy. Thirteen consecutive examinations 
from February 23 to March 7 gave a constant series of readings 
between 6°6 and 10. March 7, delivery, d.=5; March 9, 10 and 12, 
d.=10. 

A large number of single observations on other normal cases 
were made. The results obtained were never above normal, the 
average being about 10. 

The next two cases were those who had had eclampsia at their 
last confinement, and were carefully examined in the hope that the 
urine might indicate the first signs of another attack. Both, 
however, were delivered without any complications supervening, 

Case 1. Had eclampsia in October 1910. Accouchement forcé 
was employed, and the child was dead. The albumen disappeared 
from the urine in three days and she made a rapid recovery. 
March 31 and April 3, d.=10, albumen absent; April 4, d.=26; 
April 6, d.=285; April 8, d.=22°2; April 9, d.=20; April 10, 
d.=10, normal delivery; April 11, d.=33°3; April 17, d.=22°2, 
progress normal. 

Case 11. Definite attack of eclampsia at the last pregnancy. 
April 16, normal delivery; April 17 and 18, d.=285; April 20, 
d.=40; April 22, d.=28'5; April 24, d.=10, progress normal. 

It is interesting to note that both these cases gave values which, 
though within normal limits, were irregular and on the whole above 
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the average. No deduction is possible, but in view of the findings 
in eclampsia it is not unreasonable to suppose that cases liable to 
this form of toxemia might show some signs of instability. 

Three cases of the simple albuminuria of pregnancy without 
other toxic symptoms were examined. There was no edema, and 
both labour and puerperium were normal. Readings taken before 
and after delivery gave values of 10. 


The Toxemias of Pregnancy. 
Case 1. Albuminuria at the 30th week of pregnancy, with 
considerable edema. This case was carefully watched and treated 


under general principles with the idea of inducing labour directly 
the toxic symptoms increased, 


Amount per Albumen Diastase 
Date. 24 hours. by Esbach. Urea. value. 
Ozs. 
Ee. @ ss Hu =~ we 
os BS uw Rw eR ee oe 
« @ uw FF «ww | «= Be wae 
Pe € aw BD ws Hua TP uw 
‘a Bw Baw — ws PE « Be 
‘i 6. BW. — «. FOR .. Oe 
Natura Aportion, 
Feb, 17... 18 ... “46% «20 — «— 
- Bw DB a Ole Oe Ol 64S 
- RWP.w wa © — we |S 
i a ee ee ee 
ig ne eS 


The blanks indicate that there was no record. Progress was 
satisfactory, and the albumen and edema rapidly disappeared. It 
is seen here that the diastase readings do not vary with the amount 
of albumen, but that there is a considerable rise in the former 
together with the urea percentage two days before abortion took 
place. That this rise in the diastase value is not necessarily 
connected with the small amount of urine passed, namely 18 oz., 
is shown by the fact that on February 17, where the amount was the 
same, the diastase value had fallen. 

Case u. Eclampsia. Coma. Incessant fits. Death without 
recovery of consciousness. Catheter specimen during coma, 
d.=40. The urine was clear and pale, and the wetting of the bed 
showed that it had been passed in considerable quantity. 

Case m1. Eclampsia. March 9, catheter specimen taken just 
before labour; when half diluted, overloaded Esbach’s tube, d.=50; 
March 10, d.=25, Esbach 1°6 per cent.; March 12, d.=5, trace 
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albumen; March 14, d.=6'6; March 16 and 19, d.=10, progress 
good. 

Case tv. Kclampsia. February 3, 36 hours after delivery, 
Esbach ‘5 per cent., many casts, no blood, d.=50; February 6—14 
inclusive, d.=6'6, progress good. 

Case v. Kclampsia. February *%, catheter specimen taken 
before delivery by Cesarean section (living child). Solid with 
albumen on boiling. Bile acids, leucin, diacetic acid and acetone 
present, tyrosin absent. D.=100. 


Esbach. Diacetic Acetone. 


Acid. 

Feb. 4 d. = 66°6 "2% + + 
ror d. = 40 "025% + + 
jo 86 d. = 50 trace + + 
os 8 d. = 40 ” a5 + 


At this stage a severe attack of diarrbea supervened, and no 
24-hour specimen was obtainable for four days. 


Feb, 12-14 d. = 400 trace + + 
, 16,17 d. = 200 , + + 
1. d.= ®& is none none 


The patient was discharged from hospital quite well. 

We see here, as in the above cases, a high reading during the 
eclamptic period followed by a fall as the condition improved. The 
very high figures during the attack of diarrhoea are not easy of 
explanation. There could have been no obstruction of the common 
duct due to a spread of the general catarrhal conditions, for there 
was no jaundice. It is possible that there may have been a simple 
catarrh of the pancreas coexistent, but beyond the high figures for 
diastase no other evidence was present. It should be noted, however, 
that even when the patient was apparently quite well and was leaving 
the hospital, the figure was still above normal, so that in view of the 
findings in known cases of pancreatitis, it is quite possible that the 
pancreas had been involved in the general toxemia. 

Case vi. Post partum eclampsia. Morning sickness throughout 
pregnancy, 


June 15. Delivery. Twins, 
,, 17. Six fits. Catheter specimen after 4th fit: Pale, acid. 
Distinct cloud of albumen. No acetone or diacetic. 
Temperature 100°—-102°F. d.=66 


», 18. Very restless. Temperature lower, d.=40 Amount 32 oz. + 
», 19. One fit. Temperature normal. d.=10 40 oz. + 
» 20. No fits. d.=10 42 oz.+ 
», 21. No fits, Albumen still present. d.=20 23 oz. + 
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June 22. Better. Albumen still present. d.=40 Bacil- 114 02z,+ 
luria. 
5, 23. Better. Albumen still present. d.=100 ,, 70 oz, + 
», 24. Much better. No albumen, d.=10 ,, 64 o#.+ 
The last three specimens were increasingly cloudy, due to the 
presence of B, coli. 


June 25. d.=66'°6 
5, 21. Urine less cloudy. d.=50 
», 28. Urine clearer. d.=50 


The patient was discharged quite well. 

The explanation of the sudden rise in the diastase value starting 
on June 22 is difficult, occurring as it did at a time when the patient 
was rapidly improving. The presence of B. coli in the urine is 
without effect on its digestive power for starch, as was proved by an 
examination of other simple cases of B. coli bacilluria. Strangely 
enough, also, the rise was coincident with a very definite polyuria, 
namely 114 oz, at least. There may have been an excess of ferment 
circulating in the blood, which was rapidly got rid of as soon as the 
kidneys recovered their normal efficiency, for the readings during 
the eclamptic period were low in comparison with the cases already 
mentioned, and their rise was almost synchronous with the disappear- 
ance of albumen from the urine, 

The two following cases are examples of that group of toxemias 
where the eclamptic poison appears to have a special affinity for the 
renal epithelium. Unfortunately the diastase value of the serum 
was only worked out once (in Case vili), so that it is impossible to 
say whether in this particular form of eclampsia an excess of ferment 
reaches the blood. The functional activity of the kidneys was so 
impaired as to prevent even the normal amount of ferment appearing 
in the urine. 

Case vit. Eclampsia, one fit before delivery. When admitted 
she stated that she had had headaches and disturbances of vision for 
a few days previously. March 31, just before delivery, albumen “4 
per cent., no diacetic acid or acetone, d.=6'6; April 1 and 4, nil 
present; April 6, 2°8, no albumen; April 7, 66, no albumen. 

Of course it is possible that such a case might resemble Case vi 
in that, if further examinations had been made, the amount of 
ferment in the urine might have risen in a similar manner. 

Case vir. October 6. The patient, on getting up in the 
morning, suddenly found that she was blind, and labour began. 
This was very prolonged owing to rigidity of the os, She was 
admitted to hospital in the evening, and a dead 5} months foetus 
delivered by accouchement forcé. A catheter was passed, and about 
4 ce. of blood-stained urine drawn off. This was solid with albumen, 
and after centrifugalizing to get rid of the blood, gave a diastase 
value of 3°3. In the eight days following only about 2} ounces 
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of urine were passed, this mainly consisting of cellular débris 
resembling thin pus. There was not much edema, a large amount 
of fluid being passed by the bowel. 

On October 14, the urine was still extremely scanty, and had a 
diastase value of 2°5. The serum examined on the same day gave a 
reading of 15, thereby showing, apart from other symptoms, that the 
renal damage was severe. Death occurred three days later. 

Post mortem. The whole of the cortex of both kidneys was 
completely necrosed and of a pale green colour, No marked changes 
in the medulla were visible to the naked eye, but on microscopical 
examination degenerative changes were evident. 

This was one of the rare instances of bilateral necrosis of the 
kidneys. 

The fact that some diastase was found in the urine does not 
necessarily indicate any renal activity. The small amount present 
probably came through with the blood serum. The ferment is 
present in exudates, for a pleural effusion free from blood gave a 
value of 6°6 and two ascitic fluids from cases of chronic renal disease 
readings of 3°3. 

CasE1x. A patient at about the 36th week of pregnancy had been 
suffering from attacks of giddiness while at home, and had had 
three fits shortly before admission to hospital. While in hospital no 
further symptoms appeared, and she was discharged after a few days. 
Wasserman’s reaction was performed, with a negative result. The 
diastase value of the urine from a 24-hour specimen was 250 on 
the only occasion it was examined, and so she was told to come up 
again a week later for another specimen to be taken. This yielded a 
value of 40. No further toxemic symptoms had developed. She 
was admitted again a fortnight later when in labour, which was 
normal and succeeded by a puerperium free from any complications. 
The child was healthy. Before delivery, d.=6'6; one day later, 26; 
two days later, 25. 

This case is most interesting in that there was evidently some 
disturbance of a toxic nature while the patient was at home suggest- 
ing the possibility of eclampsia supervening. This is further 
exemplified by the high diastase reading found. Although the result 
was contrary to expectations the findings certainly show that the 
values for diastase in the urine are an indication of toxic disturbance, 
and that it is possible that repeated examinations might be of value 
in prognosis in such conditions, 

In the following case it is again seen how the diastase readings 
are an indication of the condition of the patient, and suggest the 
value of the method as a means of diagnosis. 

Case x. A woman, four months pregnant, was admitted to 
hospital with a history of persistent vomiting for some weeks. This 
appeared to be so severe that it was thought that it might be of the 
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pernicious type. It so quickly ceased with no other treatment than 
rest and diet that it was regarded as functional. All vomiting ceased 
two days after admission. The readings were as follows :—Sept. 
21, 66°6; Sept. 22, 66°6, 29 ozs. passed; Sept. 23, 50; Sept, 24, 33°83, 
41 ozs, passed; Sept. 25, 28°5, 

We may then, from an examination of the ferment content of the 
urine, divide cases of eclampsia into two main groups :— 

1. Primarily renal type—where the toxin has some special affinity 
for the renal epithelium—either following the typical albuminuria of 
pregnancy where the kidneys have been damaged for a comparatively 
long period, or as a more acute condition, such as Case viii. Here 
we may expect low readings, together with much albumen in the 
urine. The diastase value for the serum may exceed that of the 
urine. Whether there may be a relative increase in the ferment 
content of the serum or urine before eclampsia supervenes, as occurred 
before abortion in Case i, is not at present known. 

2. Secondarily renal type—where the damage to the kidneys is of 
less importance. There may be changes in the liver and possibly 
in the pancreas, as in Case v. The liver changes are shown by the 
presence of bile acids and leucin in the urine. There are also other 
evidences of disordered metabolism, such as the excretion of acetone 
and diacetic acid. Here during the eclamptic period there will be a 
large percentage of albumen in the urine together with high diastase 
values for the serum and urine. 

In the other rarer forms where there is no albuminuria and where 
there are no recognizable changes found in the kidneys post mortem, 
an examination of the diastase value of the urine might yield 
interesting results, 

In conclusion, we have in this method a means which might on 
further research be of value both in the diagnosis and prognosis 
of the toxemias of pregnancy. It may show that a lesion of the 
pancreas is in some way associated with eclampsia. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


Case of Maldevelopment: Congenital Absence of 
Vagina: Partial Development of Right Miiller’s 
Duct: Ectopic Left Kidney in Pelvis,* 


By G. Batrour Marsnait, M.D., C.M., F.R.F.P.S., 


Senior Gynecologist, Glasgow Royal Infirmary; Extra-academical 
Lecturer on Obstetrics and Gynaecology, Glasgow. 


I HAVE seen several cases of congenital absence of the vagina and 
uterus, three within the past eighteen months, but this is the first 
opportunity I have had of inspecting this maldevelopment by 
laparotomy, and having a drawing made of the conditions found at 
operation. 

I do not approve of operating on these cases of congenital atresia 
with the object of making an artificial vagina, but shall defer my 
views on this question as they are discussed in a paper to follow on 
“ Artificial Vagina: A review of the various operative procedures 
for correcting Atresia Vagine.”’ 

Miss B., aged 25, was sent to my ward for examination, as she 
had never menstruated; and a tumour being discovered in the left 
side of the pelvis, she was admitted to enable a thorough investiga- 
tion to be made under an anesthetic. There were no symptoms 
complained of beyond those of absolute amenorrhea. At no time 
had there been any subjective symptoms, periodic or otherwise, 
suggestive of menstrual molimina. 

Physical examination, The patient is a healthy-looking, well- 
developed woman of average height. The mamme are well 
developed, and are of normal size, with well-developed nipples. 
The pelvis has the normal characters of a mature female. The vulva 
is normally developed as regards labia majora and minora and 
clitoris. 'The mons veneris is fat and well covered with hair which 
extends along the outer surfaces of both labia majora. The site 
of the ostium vagine is represented by a backward prolongation of 


* Read at a meeting of the Glasgow Obstetrical and Gynzecological Society, 
February 29, 1913. 
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two parallel mucous folds which cover in the meatus urinarius and 
form the hymen. Rectal and recto-abdominal bimanual examina- 
tion, aided by a sound in the bladder, show the entire absence of 
both vagina and uterus. The folds of Douglas are long and extend 
forward to the bladder. The situation of the ovaries could not be 
determined. A reniform tumour occupies the left side of the pelvis 
in the region of the left sacro-iliac joint, and is quite immovable. 
The median or inner border lies against the rectum, and about the 
middle of this border a sulcus is palpable. The lower pole is a little 
below the level of the left Douglas fold, and about the level of the 
ischial spine. The upper pole projects a little above the pelvic brim 
posteriorly. The shape and size of the tumour suggested a kidney, 
but owing to its fixity and a possible error in diagnosis permission 
was asked and given to make an exploratory laparotomy. 


Exploratory Laparotomy December 2, 1911. 

The excellent drawing made by Mr. A. K. Maxwell depicts the 
pelvic conditions so accurately that the description of the separate 
organs will be easily followed. 

(1) Ectopic or dystopic left kidney. The pelvic colon, which had 
a long mesentery, covered the upper pole, and on drawing the colon 
aside the kidney was seen in its whole extent lying against the pelvic 
wall. Its upper pole reached to a short distance above the pelvic 
brim at the sacro-iliac joint, while its lower pole was almost in 
contact with the bladder just below the left fold of Douglas. 
Peritoneum covered the kidney only on the anterior surface, and this 
portion of the serous membrane was very vascular, resembling that 
seen covering a pregnant uterus. The common iliac artery arched 
over and close to the upper pole of the kidney. The renal vessels 
were very prominent under the peritoneum, and were seen crossing 
the anterior surface of the common iliac, so that they did not arise 
from this vessel, but from the aorta, though from what level could 
not be determined. The ureter was not visible, but must have been 
very short owing to the limited distance between the renal pelvis 
and urinary bladder. 

(2) Ovaries. Both ovaries were of the same size, but rather 
larger than normal, and had a small cystic appearance on the 
surface. There was no visible evidence of a recent corpus luteum. 
Kach ovary lay on the edge of and parallel to the psoas muscle just 
above the brim of the pelvis. The hilum of the ovary was directly 
attached to the peritoneum of the muscle, so that there was 
practically no meso-ovarium. The anterior pole of each ovary was 
about one half inch distant from the internal abdominal ring. 

(3) Round and ovarian ligaments. The genito-inguinal ligament 
differed on each side. That on the left passed directly from the 
anterior pole of the left ovary to the inguinal canal. On the right 
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side it formed a very short ovarian ligament, a small fraction of an 
inch long, extending from the ovary to where it was crossed by the 
partly developed right Miiller’s duct. The portion in front of this 
represented the right round ligament about one half inch long. 
Both were about the thickness of an ordinary clinical thermometer. 

(4) Folds of Douglas. These were long and formed a continuous 
U-shaped loop, only separated from the bladder by a narrow shelf 
on which Miiller’s ducts lay, while behind the anterior part of the 
fold was a shallow depression representing the pouch of Douglas. 

(5) Muiiller’s ducts. Across the pelvis ran a transverse projecting 
fold of peritoneum containing a rounded band about the thickness of 
an ordinary clinical thermometer and representing Miiller’s ducts. 
In the middle line they were directly continuous and lay on the 
narrow shelf of tissue lying between the folds of Douglas and the 
bladder. On the left side the duct was quite undeveloped and 
maintained the same thickness throughout as it ran up towards the 
side of the pelvis to end abruptly at the anterior pole of the left 
ovary. No trace of the portion which would form the Fallopian 
tube, as occurred on the right side, was visible. 

On the right side Miiller’s duct formed a spindle-shaped rudi- 
mentary uterine horn about one and a half inches long and about 
one-quarter to one-third inch thick. The lower end of the horn did 
not reach the middle line. ‘he upper end suddenly thinned at the 
pelvic brim, where it crossed over the right genito-inguinal ligament. 
From this point the duct, having resumed its former size, formed a 
Fallopian tube which lay under the peritoneum of the psoas muscle 
and arched round the right ovary. The distal end projected free 
from the edge of the muscle as a well-marked fimbriated end with a 
small fimbria ovarica attached to the posterior pole of the right 
ovary. No portion of Miiller’s ducts nor right rudimentary uterine 
horn or tube, with the exception of the fimbriated end, projected 
free, but were covered by peritoneum, merely forming a projecting 
ridge, 

Cullen* recently published a case of similar interest, in which 
there was a large ectopic right kidney in the pelvis, the uterus and 
vagina being absent. In his case the left kidney was entirely absent, 
and he emphasizes Polk’s warning, Dr. Polk having, in 1882, 
removed such a pelvic kidney without knowing the other was absent, 
that in all cases of pelvic kidney which might seem to warrant 
removal a careful examination should be made to determine whether 
the surgeon may not be dealing with a single kidney, and that the 
pelvic one. Cullen gives drawings illustrating his case, but the 
appearance of the vulva differs from what has been described in my 
case, in so far that there are no folds passing backwards from the 
urethra and representing a hymen. 

* Surgery, Gynecology and Obstetrics, vol. xi, 1910, p. 73. 
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TECHNICAL MEMORANDA. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 


Obstetrical and Gynaecological cases in hospital and private 
practice. ) 


A Method of Radical Removal of the Cancerous 
Uterus, 


By Avex. MacLennan, 


Assistant Surgeon, Western Infirmary, Glasgow, etc. 


In 1903 [ published an article upon the recent operative treatment 
of cancer of the uterus,* and I then took the opportunity of deserib- 
ing the operation which I had devised for the radical removal of the 
diseased organ. The principles of the operation may be stated 
briefly as follows :— 

1. In cervical cancer a preliminary curettage is undertaken three 
days before the main operation. It then becomes apparent if the 
case be operable at all. Further, the inflammatory or septic element 
is, to a large extent, overcome, and in many cases an apparently 
inoperable case becomes operable after the reduction in the in- 
flammatory exudate occurs. The raw surface left after the curettage 
is tightly packed with picric acid gauze. 

2. The main operation is carried out abdominally. It is now 
generally conceded that the only adequate and efficient operation is 
the abdominal. After opening the abdomen and being satisfied that 
the disease has not progressed beyond the possibility of removal the 
bifurcation of the iliac artery is identified; the peritoneum there is 
caught up by forceps and incised. In this region also is to be found 
the ovarian artery and the ureter. The ovarian and the anterior 
division of the internal iliac arteries are then tied. The finger is 
next slipped along the deep surface of the ureter, which is followed 
into the pelvis, As the finger approaches the bladder it passes 
through the suspected region of the possibly invaded parametrium. 
If the ureter pass into the diseased area it should be divided as near 
the disease as seems safe and the attempt made to implant its end 
into the bladder. I may say that so far I have not deemed it 
necessary to resort to this measure. The implantation of the cut 
ureter into the bladder entails the expenditure of much time. The 
ureter is raised from its bed with the peritoneum, which should be 
divided by scissors lower down and parallel to the ureter as far as 

* The Medical Brief, St. Louis, July 1903. 
16 
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the two are in company; the division of the rest of the peritoneum is 
then made in an upward direction so as to remove the abdominal 
surface of the broad ligament. This incision is carried round to 
meet the corresponding incision on the opposite side in front of the 
uterus. The separation of the broad ligaments is then proceeded 
with till the ureter is encountered in the pelvis; the mass of tissues 
is then divided horizontally (parallel with the ureter) inwards so as 
to render it capable of being lifted over the ureter. The lateral 
aspect of the pelvis is then cleared from beneath the ureter. A piece 
of the ureter just as it is about to enter the bladder is entirely 
raised from its bed, but by the expenditure of care during this 
procedure the vitality of the ureter is conserved. The same dissection 
is carried out on the opposite side. The peritoneum behind the 
broad ligaments and entering into Douglas’s pouch is then stripped 
from the pelvis till the rectum begins to be detached; the peritoneum 
of Douglas’s pouch should be detached and cut away from the 
rectum. By a “digging” process the pelvic contents are detached 
and pressed downwards. The pelvis may be said to be “ gutted.” 
The previous isolation of the ureters assists in the wide clearance of 
the parametrium which is the essential part of the operation. The 
uterus is separated from the bladder and care is taken not to break 
into the diseased tissue. All that now remains to be divided is the 
attachment of the vagina to the uterus by way of the diseased 
structures. The whole mass is then packed into the pelvis, the loose 
peritoneum and the sigmoid stitched so as to shut off the peritoneal 
cavity from the pelvis. Any enlarged glands are of course removed 
before closing. The patient is then placed in the lithotomy position 
and the removal of the parts effected from below. The cavity left is 
packed with a voluminous quantity of gauze which should be 
gradually removed, not suddenly, as thereby too great strain is 
thrown on the artificial peritoneal diaphragm above. The operation 
sounds simplicity itself, but it has to be carried out in a detailed 
manner, especially in the region of the ureters. 

The troubles I have met with have been caused by the collateral 
pelvic and especially the vaginal vessels. There need be no anxiety 
about the blood supply of the bladder or rectum, for even though 
the main vessels have been ligatured, there is always an excess of 
blood in the field of operation. The weak points about the operation 
for cancer are the ureters, the bladder and the rectum, all very 
closely associated with the diseased region. 
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GYN A: COLOGY. 


The application of iodine to the external and internal generative 
organs of women in the treatment of infections, and prepara- 
tion for surgical operations on the same. 

J. WESLEY BOvEE (Amer. Journ. Obst., Feb. 1913), uses a solution 
of 34 per cent. iodine crystals in 95 per cent. alcohol and in this paper 
gives the results of 16 months experience. He ‘‘ remains enthusiastic 
over its value as a germicide on the mucosa of the uterus and Fallopian 
tubes and on the pelvic peritoneum.” He uses iodine alone in Neisserian 
infection of the vulva, urethra, vagina and cervix and finds that in early 
cases one application produces cure. In cases where the endometrium is 
affected the uterine cavity is injected under slight pressure, a special 
syringe being employed. 

In abdominal operations the iodine is used freely upon infected areas, 
and the syringe is used to inject infected tubes. The author finds notable 
freedom from gaseous distension and from localized pain after this method 
of treatment in cases of acute and subacute peritonitis. 

In cases of chronic pyosalpinx the attempt is made to reach the 
peritoneum by injection of the uterus and tubes before the abdomen is 
opened. 

Dr. Bovee speaks highly of this solution in the preparation of cases 
of cancer of the cervix for operation and states that there is no contra- 
indication to its use in the uterine cavity. J.B.B. 


Sterility in the female without gross pathology. 

Norris (Surgery, Gynecology and Obstetrics, Dec. 1912). After a 
general review of the causes of sterility the author strongly advocates the 
use of the Wylie stem pessary for the purpose of permanent dilatation of 
the cervical canal. Thirteen out of thirty-five cases treated in this manner 
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conceived, but there are no data as to how long they had been sterile. One 
successful case, however, was that of a woman aged fifty who had been 
married twice and who had had a dilatation operation during each marriage. 
The instrument is inserted under an anzesthetic and worn for six weeks; 
marital relations may be resumed within a week. Conception sometimes 
occurs while the pessary is in situ. W.W.K. 


Treatment of sterility. 

FUNCK-BRENTANO (Paris) and PLaucHu (Lyons) (La Gynécologie, Oct., 
1912) give the first part* of a paper on sterility in women and on its treat- 
ment. A short historical summary is given and perhaps it may be the 
divided responsibility of collaboration that accounts for the statement that 
progress began with the enunciation by Harwey (sic) of the law “ omnis 
ovus (sic) ab ovo.”’ 

Statistical tables compiled from many sources show that a woman may 
not conceive in the first four years of married life and yet prove fertile. Jn 
general terms 15 per cent. of women are sterile, but if 15 per cent. of 
matriages are unfruitful it may be taken that from a quarter to a third of 
these are so from defect in the husband. Frankel’s table of 134 cases is 
given, headed by gonorrhoea with 37 cases and genital hypoplasia with 36 
cases and fault of the husband in only 7. 

As regards curability in general there are no statistics available but it 
may be assumed that mechanical obstructions are more easily remedied 
(? 30 per cent.) than the results of inflammatory especially gonorrhceal 
affections. 

The authors divide their patients into two groups, those with primary 
sterility, who have never been pregnant, and those with secondary sterility 
who have had only one child; and they treat their thesis under two 
heads: (1) cases caused by general conditions; (2) cases caused by local 
lesions, in the lower, middle or upper genital tracts. 

At present we are quite ignorant of the conditions which affect the 
greater or less active powers of reproduction but much may be hoped from 
the labours of workers in the Eugenic field. Various chronic diseases are 
usually mentioned such as syphilis and tuberculosis but syphilitic women 
conceive freely and if tuberculosis does at times lead to amenorrhoea and 
functional inactivity of the ovary, on the contrary many tuberculous women 
are what the writers of the paper call desperately fruitful. Diabetics and 
albuminurics are passed over as they are better left unfertilized. Some fat 
women are sterile others are not : it may be concluded that in certain cases 
obesity is a sign—not a cause—ot ovarian insufficiency as in many women 
at the menopause. Intoxications with lead, tobacco and so on are, of course, 
to be avoided. Reference is made to the work of Sinety especially on the 
marriage of cousins and the avoidance of uniting the blots on the records 
of both partners. Mental overwork is rare in married women and women 
who marry after having been school teachers show an ordinary fertility 
rate. From the clinical standpoint we are warranted in assuming that 
normal menstruation connotes normal ovulation, so if the marriage of a 
woman menstruating normally is unfruitful the husband is probably at 
fault. Abnormal menstruation should be treated. 


* The second, and final, part of this paper will be found abstracted on 
p. 51 of the January number of the JouRNAL. 
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Among the mechanical obstructions are persistent hymens with or with- 
out complete atresia : as is well known, if there be not complete atresia the 
persistence of the hymen is not necessarily accompanied by sterility : 
atresia may follow on burns or other injuries. Such obstructions are tract- 
able on ordinary surgical principles. Functional atresia from spasm is 
more troublesome, for the disorder seems in some cases to be central rather 
than local, so that dilatation of the parts, as by labour, does not in some 
cases cure the spasm. 

Hindrances in the vagina are commonly due to congenital malformations 
--longitudinal and transverse septa or bands, remediable by surgery; but 
such hinder intercourse rather than prevent conception. Too small a 
vagina is frequently a sign of infantilism but does not, in itself, prevent 
conception; accordingly it calls for no treatment. Tumours in the vagina 
naturally call for removal. As to the vaginal secretions, they are commonly 
acid and would kill the spermatozoids were they not neutralized by the 
alkaline cervical mucus and the secretion of the vulvar glands. Vaginal 
injections are probably harmful but in cases of hyperacidity it is suggested 
that after coitus a pad be inserted, soaked in a solution containing one per 
mil. of soda and 150 of sugar. Gonorrhceal pus is not in itself lethal to the 
spermatozoids. E.H.L.O. 


The exotic flora of the uterus in relation to fibroids and cancer. 
Str JOHN BLAND Sutton (British Medical Journal, Feb. 1, 1913), in a 
paper read before the Bradford Medico-Chirurgical Society, commences with 
the statistics of some of the large London hospitals for 1910 in the operative 
treatment of fibro-myomata uteri and carcinoma of the vaginal portion of the 
cervix. He then goes on to the bacteriology of the female genital tract, 
separating the organisms concerned into puerperal and non-puerperal 
groups, working up to the fact that pulmonary embolism is, amongst the 
causes of death following abdominal hysterectomy, comparatively common. 
The seat of the thrombosis is, he says, usually in the deep epigastric 
veins, from thence spreading to the iliac and femoral veins, and the cause 
of the thrombosis, infection from deep sutures in the abdominal wall. But 
he carefully points out that these sutures are infected by the hands, the 
organisms being carried from the stump of the cervix or the vaginal roof, 
according as sub-total or total hysterectomy is done; and he advises that 
deep sutures in the abdominal wall should be used as moderately as possible 
and disinfection of the source of the organisms carried out. J.M.W. 


The necessity of drainage in abdominal surgery. 

LASTARIA (Archivio Italiano di Ginecologia, October 1912) criticizes the 
practice prevalent, especially in Germany, of closing up the abdomen, after 
all abdominal operations, without making any provision for drainage. 
Against the seemingly brilliant results of a case mortality of 2 or 3 per cent. 
in such cases, one must place the frequency with which embolism, throm- 
bosis, and even sudden septicaemia occur in patients reported cured after 
this treatment, as compared with cases where drainage is adopted. In all 
abdominal cases drainage should be employed, and in major operations 
drainage by tube should be supplemented by the method of Mickulicz. 

J.H.F. 


The treatment of pelvic inflammation by auto-inoculation. 

H. CHapr_e (Lancet, Jan. 18, 1913). ‘This paper is based on the fact that 
conservative surgery in the female pelvis is of the greatest importance 
especially in young women during the child-bearing veriod. 
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The treatment has been carried out on cases in which the outstanding 
feature was a bilateral chronic salpingo-odphoritis, with a very definite 
history of gonococcal infection, and the principle on which the method is 
based is that of autoinoculation. 

Owing to the great difficulty of isolating the offending organism in these 
cases and thus preparing an autogenous vaccine, the author has worked 
on the generally accepted idea that an increased blood-supply to an infected 
area causes the liberation of an increased quantity of toxins, thus producing 
an autoinoculation with the products of the actual offending organism. 

His method to bring about this increased blood-supply has been by heat 
and, having tried various methods such as a general hot-air bath and local 
pelvic hot-air baths by means of powerful electric lamps suspended in 
cradles, he found the best results (i.e., with regard to the actual raising 
of the temperature inside the pelvis) were attained when a Ferguson’s 
speculum was placed in the vagina and the heat thus reflected to the 
roof thereof. 

The frequency of the treatment depended on the opsonic index to the 
offending organism, and was repeated as far as possible only during the 
positive phase. 

He gives accounts of four cases with tables showing the indices of the 
blood to the gonococcus and, as a rule, to the tubercle bacillus before and 
after the treatment, and concludes by saying that later he hopes to give 
further statistics. J.M.W. 


Aneurysm of ovarian and uterine arteries. 

Huron Lawson (Amer, Journ. Obst., Nov. 1912) finds only one case 
of aneurysm of the ovarian artery recorded in the Surgeon-General’s 
Library, U.S.A. The reporter was Whitmarsh, who observed at a 
necropsy in England forty-five years ago, a ruptured aneurysm of the 
ovarian artery. The sac was of about the size of a pigeon’s egg. The 
patient had died twenty-four hours after the beginning of symptoms 
of abdominal hzemorrhage. On the other hand, seven cases of aneurysm 
of the uterine artery, including one reported by Huron Lawson himself, are 
known to literature. They are of more general interest than most patho- 
logical rarities as they have been associated with plastic operations on the 
cervix, with hemorrhage after the menopause, and most significantly, with 
uncontrollable post partum flooding. 

Huron Lawson’s own patient was 36 years of age. He first saw her in 
November 1908, when she was pregnant for the fourteenth time in fifteen 
years. There was a deep laceration on the left side of the cervix, running 
far upwards. In January 1909 she aborted at the fourth month. On March 
19, 1909, Bovée performed a trachelorrhaphy. Huron Lawson was present 
and noted that sharp haemorrhage occurred when the cicatricial tissue was 
excised, but it was entirely controlled by the first suture used in closing 
the wound. In June 1909 the patient became pregnant for the fifteenth 
time. She suffered from pain in the left thigh from December to March 0, 
1910, when labour occurred spontaneously. There was profuse haemorrhage 
during labour. On March 9 pains in the thigh and pelvis set in, with a 
rigor. A sudden severe hemorrhage occurred on the next morning with 
rise of temperature (103°) and pulse (120). A few hours later the bleeding 
returned, a vaginal tampon was inserted and the patient sent into hospital. 
In the evening, after admission, she had a fit of coughing and the tampon 
was expelled, severe heemorrhage ensuing immediately, so that the uterus 
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and vagina were promptly packed. On March 11 the patient seemed 
comfortable, but a profuse haemorrhage at 9 a.m. on March 10 proved fatal. 
There was no evidence of puerperal infection. A small fibro-myoma lay in 
the anterior uterine wall. The gauze in the uterus was found firmly 
packed, but a coagulum projected into the uterine cavity about an inch 
above the os externum. On dissection, an aneurysmal sac was found in 
connection with the left uterine artery. It was over one inch long and 
two-fifths of an inch wide and the opening of the sac into the uterine cavity 
was about three-quarters of an inch in its widest diameter. It was not 
quite clear when the sac burst; the haemorrhage during labour might, 
Huron Lawson believes, have been due to the fibroid. He quotes Graily 
Hewitt’s classical case (“Traumatic Aneurysm of the Uterine Artery : Fatal 
Heemorrhage,”’ Trans. Obstet. Soc., Lond., vol. ix, 1867, p. 246 and plate iv). 
The lesion was probably due to violent pressure on the abdomen on the 
fourth day after delivery. After several profuse haemorrhages, death 
occurred on the thirty-seventh day. There was a traumatic aneurysm 
of the right uterine artery half an inch in diameter, associated with a large 
abscess which reached up to the right kidney. Other puerperal cases where 
uterine aneurysm caused fatal haemorrhages are recorded by Kiistner, Mars 
and Vogelsanger. There remain two non-obstetrical examples of this 
arterial disease: Mundé’s patient, like Huron Lawson’s, had undergone 
trachelorrhaphy and an abscess developed in the left fornix. Ultimately 
aneurysm of the left uterine artery was diagnosed and the internal iliac 
ligatured. Reymond’s patient had hemorrhages after the menopause. 
Cancer was suspected, but a pulsating tumour was defined in the right 
fornix. Abdominal section was performed and the aneurysm dissected 
away. As in Mundé’s case the patient was saved by operation after 
diagnosis. A.D. 


Uterine hemorrhage. 

J. H. WessEis (Transvaal Med. Journal, vol. viii, No. 6) takes the above 
subject as his introductory address to the Section of Gynzecology at the 
Thirteenth South African Medical Congress. The paper deals chiefly with 
fibrosis of the uterus. The etiology of the disease is the more interesting 
part of the address and the author is inclined to the view that fibrosis is not 
a primary disease but is secondary to, or is sometimes concomitant with, 
hypertrophy of the endometrium, and that congestion of the uterus if 
sufficiently prolonged will lead to a hyperplasia of the connective tissue 
elements of the uterus. J.A.W. 


Contribution to the study of benign degenerations of uterine 
fibromyomata. 

Messa (Annali di Ostetricia, December 1912) considers the clinical 
symptoms and histolgoy of degenerating fibro-myomata of the uterus. In 
the course of one year, he operated on about 50 cases of fibroids, and of these 
27 showed signs of degeneration. He describes the various forms cof 
degeneration in detail, the characteristics common to all being enlargement 
and softening, the usual clinical symptoms induced by these changes being 
menorrhagia sufficient to cause anzemia, compression of the bladder leading 
to obstinate cystitis, and digestive disturbance. Pain is a variable 
symptom. Necrobiosis is distinguished from the other degenerations by 
certain symptoms such as hemorrhage and pain being more severe, and 
also by greater deterioration of the general health of the patient. 
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With regard to the proportion of the various forms, Messa found that 
out of 25 cases 7 were fibrous with secondary alterations such as calcification 
and oedema, 13 were pseudo-cystic, 6 necrobiotic, 1 gangrenous. 

Most of the cases were women betwen 35 and 50, i.e., in the period 
of life which precedes, comprehends, or follows the menopause. If, in some 
cases this period leads to atrophy of the tumour, in most it determines 
degeneration which aggravates the prognosis of operation. It may be held 
that more women die through operations being neglected than performed, 
and therefore early intervention is indicated, when as a rule dangerous 
consequences need not occur. J.H.F. 


Myoma of the cervix uteri. 

RABINOVITz (Surgery, Gynecology and Obstetrics, Dec. 1912) reports a 
case of this condition, and analyses 132 cases which he has collected from 
the literature since 1885. The consideration of the material thus obtained 
leads him to the following deductions :— 

The zetiology of cervical as well as of corporeal myomata is, in all prob- 
ability, a perverted ovarian secretion, which may be termed a ‘‘ myomhor- 
mone.” ‘This is evidenced by the fact that it occurs either in multiparse 
becoming relatively sterile, in the primarily sterile, or in the celibates, in 
all of whom the sexual energy, while still active, apparently finds an 
abnormal expression in the tumour development. 

Cervical myomata affect the posterior more frequently than the anterior 
lip; and while they are more often the cause of sterility, yet abortion occurs 
less frequently than in myomata of the body. Dystocia is much graver and 
the results are more serious in cervical than in uterine myomata. Pressure 
symptoms manifest themselves sooner when the tumour is in the cervix 
than when it is in the body, and the diagnosis presents greater difficulties. 
The infra-vaginal myomata should be removed by the vaginal, and the 
supra-vaginal by the abdominal route. W.W.K. 


The technique and results of the surgical treatment of cancer. 
LASTARIA (Archivio Italiano di Ginecologia, December 1912) describes 
recent surgical methods in the removal of lymphatics and vessels connected 
with viscera in which cancer occurs. He quotes Wertheim’s statistics 
relating to uterine cancer, for which, operation has often proved disappoint- 
ing, but within the last five years, out of 250 cases Wertheim can report 
40'°6 per cent. patients alive and well five or six years after operation. In 
cases of cancer of tha stomach and rectum cures can be quoted after 15 
years. Referring to the various therapeutic remedies which are constantly 
being advocated and as constantly found wanting, Lastaria says that the 
surgeon will welcome more than anyone the day in which some genuine 
antidote to the cancer excitant is discovered, but amongst all the cures 
hitherto tried, none has stood the test of time like the early and radical 
removal of the malignant growth with all its possible channels of dissemi- 
nation. This drastic procedure constitutes, hard though it may seem, the 
only word of comfort to those stricken by the terrible disease. J.H.F. 


A new type of ectopic gestation—pregnancy in an adenomyoma 
uteri. , 
THEODORE, DOEDERLEIN and HeErzoG (Surgery, Gynaecology and 
Obstetrics, Jan. 1913) report the following interesting case :— 
The patient, aged 37, had had four children—the last being eight years 
of age. 








a 





——— ol 





SSE 





— 





—— Sa ane ene mf 








Total Nitrogen in Pathological Pregnancies 249 


A year before the date of the present report she aborted at two months, 
and the midwife who attended her told her that she had a tumour. 
Menstruation was regular for the next seven months, but at the eighth 
month she had a severe menorrhagia. The patient then became pregnant 
and all went well until the fourth month when she began to have 
hemorrhage accompanied by labour pains which continued for the next 
two months. 

On examination at this time a large fairly firm mass could be palpated 
by the abdomen, which, on vaginal examination was found to have 
displaced the uterus to the right. The vaginal discharge was offensive. 

On opening the abdomen a tumour the size of a four or five months’ 
pregnancy was found in the left parametrium covered with large and 
tortuous veins. The left Fallopian tube ran over its surface, and the uterus 
and right appendages were pushed over to the right. The uterus, tumour 
and appendages were removed. 

After hardening, the uterus measured 44X34 inches, and its cavity was 
empty. Just above the internal os an oval orifice admitting the tips of two 
fingers formed a communication between the cavity of the uterus and 
the tumour. 

The tumour itself measured eighteen inches in its greatest circumference 
and seven inches in its greatest diameter. On opening the tumour the 
greater part of it was found to be excavated into an irregular cavity 
containing placenta attached to its walls. The left tube and ovary were 
quite normal and lay on the surface of the tumour. 

Microscopic sections taken from various parts of the wall of the tumour 
showed placental tissue, decidual cells and uterine glands lined by cubical 
epithelium. No cilia were demonstrated. No glands were found in the 
outermost portions of the wall of the tumour. The muscular tissue was 
composed of irregularly arranged hypertrophied bundles. 

The endometrium contained some cells ‘‘ approximating to the type 
of decidual cells.’ 

The authors suggest that a fertilized ovum must have become lodged in 
one of the adenomyomatous glands and developing there had excavated a 
cavity for itself. The embryo was probably expelled in fragments after its 
death. W.W.K. 


OBSTETRICS. 


The total nitrogen, albumen, fibrinogen, and fibrin of the blood- 
plasma in normal and pathological pregnancies. 

PAMPANINI (Annali di Ostetricia, December 1912) publishes statistics 
relating to certain substances in the blood in normal pregnancies and in 
others complicated by albuminuria, eclampsia or vesicular mole. He made 
in all cases a leucocytic count in order to study the relation between number 
of leucocytes and quantity of fibrinogen. 

Amongst the conclusions which his investigation warrants, he considers 
the following the most important :—In the healthy pregnant woman as 
compared with the healthy non-pregnant, there are no fundamental quanti- 
tative modifications of the total nitrogen and fibrin content. In pregnant 
women, a slight diminution of total albumen and fibrinogen may be 
detected. The time of pregnancy has no particular influence on these 
results, an equal variation being noted even in cases of abortion. Physio- 
logic labour is characterised by an increase of fibrinogen, and this does not 
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disappear with the expulsion of the foetus, but continues during part of the 
puerperium. In pathological cases such as those complicated by albumin- 
uria, eclampsia, or vesicular mole, per centual variations are found in some 
of substances indicated. In albuminuria, though the fibrin and_ total 
nitrogen are not modified as compared with normal pregnancy, the 
diminution of total albumen is greater, as is the increase of fibrinogen, an 
increase which is independent of the quantity of albumen found in the 
urine. In eclampsia, diminution of total albumen is still greater, while 
the fibrinogen is increased in the same quantity as in albuminuria, but, 
unlike albuminuria, there is an increase of fibrin. The increase of fibrin- 
ogen in eclamptic and albuminuric women during pregnancy reaches the 
same amount as in physiologic labour. Eclampsia, then, represents a 
pathologic condition which produces the most striking quantitative modifi- 
cations. These variations are, however, not constant, and, whilst in some 
there is marked increase in fibrin and fibrinogen, in others there is 
disproportion between the increase of the two substances, and in a few 
cases little divergence from the normal. In vesicular mole, results are got 
analogous to those of eclampsia. As regards the relation between the 
number of leucocytes and the amount of fibrin and fibrinogen, it is found 
that in pregnancy and labour healthy or pathologic, there is a leucocytosis, 
and, according to the results of investigation, not more in the one than in 
the other. The quantity of fibrin and fibrinogen does not increase pari 
passu with the number of leucocytes. This may occur sometimes in 
albuminuria and eclampsia, but the proportional relation is so inconstant 
as not to have the value of a general law. J.H.F. 


The necessity of recognizing midwifery as a branch of surgery. 


Victor Bonney (British Medical Journal, March 15, 1913) states that the 
object of his paper is to urge the importance of definitely and finally 
recognizing midwifery as a branch of surgery. 

He commences by discussing the position that midwifery holds, and 
says that with gynecology it was considered an appendage of medicine, 
that gynecology is now practically included amongst the branches of 
surgery, but midwifery holds no definite place. 

This leads on to the technique required in the subject and the kind 
of conditions one has to deal with, and he compares the rooms in which 
confinements, both rich and poor, are carried out with those prepared tor 
surgical operations. 

Tables of morbidity statistics are given and Dr. Bonney says that in all 
papers dealing with this subject much stress is laid on Listerian principles 
with regard to the doctor or the nurse, but none of them go to the root 
of the evil, viz., the utter want of surgical environment under which labour 
ordinarily takes place. 

The points which he says he wishes to gain are the forming of lying-in 
institutions on a large scale, where all poorer people can be attended in a 
similar manner as all surgical cases are operated on in hospital and in 
private practice, the arrangement of the room for confinement as if for a 
surgical operation. 

He admits that it will take time to educate the public to this standard, 
also that the fees at present are too low, but hopes that in time both these 
points will be overcome. J.M.W. 
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Some observations on the protein metabolism of normal preg- 
nancy and the normal puerperium. 

JOHN MuRLIN (Surgery, Gynecology and Obstetrics, January 1913) 
records the results of the analyses of the urine of three patients both before 
and after delivery. The total nitrogen, ammonia nitrogen, urea, ‘‘ formol- 
titrating fraction,” creatinine, creatin and sulphur-containing bodies were 
estimated, and the results are published in tabular form. W.W.K. 


The contraction ring as a cause of dystocia. 

CLIFFORD WHITE (Lancet, March 1, 1913) commences by remarking that 
the contraction ring as a cause of dystocia is a thing neglected in text-books 
and is frequently confused with the retraction ring of Band). 

He gives therefore the differential diagnosis, at first shortly tabulated 
and then in more detail, and follows it up by discussing the causation, 
prognosis and treatment. 

He gives details of three cases that have come under his care and 
describes in detail a specimen of uterus and foetus removed from one of his 
cases by hysterectomy. 

He refers to all the literature on the subject and gives a table of results 
of recorded cases treated by abdominal section. J.M.W. 


Observations on some cases of placenta previa. 

Baux (Revue mens. de Gyn., d’Obst., et de Ped., Dec. 1912). This 
author, during his period of duty as Intern at the Maternity Hospital, 
Toulouse, has had charge of the following cases of placenta praevia, and has 
drawn the subsequent deductions on the subject from them. 

Case 1. Placenta preevia lateralis; bimanual dilatation of the cervix by 
Bonnaire’s method, high forceps delivery, subsequent recovery of mother 
and child. 

Case 2. Placenta preevia marginalis, ante-partum haemorrhage, rapid 
bimanual dilatation, recovery of mother and child. 

Case 3. Placenta previa lateralis, mother and child syphilitic, haemor- 
rhage during labour, rapid dilatation, breech presentation, foetal ascites and 
death after delivery, mother recovered. 

Case 4. Placenta previa lateralis, haemorrhage during labour, rupture 
of the membranes, arrest of the haemorrhage and spontaneous delivery, 
mother and child recovered. 

Case 5. Placenta praevia, heemorrhage and prolonged labour (7 days), 
cedema and rigidity of the cervix, insertion of Champetier’s bag followed 
by bimanual dilatation and high forceps, recovery of mother and child. 

Case 6. Placenta praevia, arm prolapsed, arm was replaced and Cham- 
petier’s bag inserted, then bimanual dilatation and high forceps, post- 
partum hzemorrhage controlled by intra-uterine injection of iodine solution, 
recovery of mother and child. In this case version was impossible because 
the liquor amnii had drained away and the uterus was tightly contracted 
around the foetus. 

The author states that there is nothing remarkable in the symptomato- 
logy of these cases of placenta praevia. Three of them were premature and 
delivery was induced on account of serious hzmorrhage and maternal 
danger. All the mothers recovered and only one child was lost and in that 
case on account of syphilis. 

Case 2 is interesting as it was in a terti-gravida who, in each of her three 
pregnancies, had had serious haemorrhages at the end of the eighth month 
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due to placenta preevia and necessitating induction of labour. In none of 
them was any explanation of this found. 

Limiting himself to treatment and basing it on the cases above recorded 
(of marginal and lateral insertions of the placenta with labour begun) the 
writer advises early interference. He does not advise minor methods of 
treatment as cold injections, etc., but at once, after the first haemorrhage, 
proceeds to rupture the membranes widely. This alone may suffice. In 
other cases, there may follow at a shorter or longer interval a second serious 
haemorrhage, or the bleeding may be simply a continual oozing. In all 
these cases that bleed, prompt interference is necessary to prevent the foetus 
slowly dying and the mother growing gradually more exsanguinated, 
which may cause only a trifling haemorrhage later on to be a fatal one. If 
cold injections are tried or other expectant treatment it should not be 
persisted in for more than half an hour, but the uterus should be forthwith 
emptied. 

If the cervix is sufficiently soft, he proceeds to perform bimanual dilata- 
tion after the method of Bonnaire. Should it not be soft, he first inserts a 
Champetier’s bag, and when this has passed into the vagina he is then able 
to deliver the child. In some cases (as in 5 of this series), it happens that 
after the bag has been discharged, and the cervix was previously rigid that 
the cervix closes again. However, it is characteristic that in these cases 
the cervix has then been rendered sufficiently soft to allow a bimanual 
dilatation without the chance of untoward accidents. 

He has never performed the Braxton Hicks’ method of version on 
account of the high foetal mortality. 

Bossi’s dilator was not used in any of the above cases but the writer 
has used it twice in cases of completely closed os in order to obtain a suffi- 
cient dilatation to introduce a bag. In each case he felt that there would be 
danger in pushing the dilatation further and on the whole, he discourages 
the use of this instrument. 

Having dilated the cervix, how should the foetus be extracted? It is in 
vertex cases in which the head has not engaged in the brim where most 
discussion is aroused. Nearly all authorities recommend version and some 
state that forceps should never be used here. Such an ostracism seems to 
be much exaggerated. 

The author thinks that with primiparze and with all women whose soft 
patits are not supple and poorly dilated, that a high application of the 
forceps much better safeguards the life of the child than does version. 

L.G. 


A method of controlling post-partum hzemorrhage by manual 
compression of the abdominal aorta. 

Davis (Surgery, Gynecology and Obstetrics, Dec. 1912) describes a case 
in which he controlled post-partum haemorrhage by the introduction of his 
closed fist into the uterine cavity in such a way as to compress the aorta 
just above the pelvic brim. 

He also gives short notes of seven cases of placenta praevia treated by 
Ceesarean section. W.W.K. 


Cesarean section; with discussion of technique and brief clinical 
histories of twenty-one personal cases. 

STANLEY P. WARREN (Amer. Journ. Obstet., February 1913). The author 

of this paper considers Caesarean section contraindicated with a dead child 

or monstrosity; after frequent vaginal examinations, long use of forceps 
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or trials of other intrapelvic operations, and in the presence of manifest 
infection. 

He discusses the technique of the operation in relation to the site of the 
abdominal incision, the emptying of the uterus, the uterine sutures and 
their application, and the management of the puerperium. 

He advises a high incision 54 inches long reaching down to the 
umbilicus, as the wound is subjected to less pressure and has better 
reinforcements from the recti. 

Dr. Warren advises the emptying of the uterus without eventration, and 
thinks that in this way post operative atony of the intestines is obviated. 

For the uterine sutures he uses No. 3 chromic catgut, and closes the 
wound in three layers, one deep (interrupted), one more superficial (inter- 
rupted), and finally a continuous Lembert suture involving peritoneum 
only. It is considered to be immaterial whether the decidual layer be 
included in the deep sutures or not. 

The patients are nursed with the head of the bed raised eight inches, 
and are allowed up on the eighth day, walking being permitted at the end 
of a fortnight. 

The clinical histories show varied indications for the operation. 

J.B.B. 


Utility of making Czsarean section a double operation. 

DELLA CHIAJE (Archivio Italiano di Ginecologia, January 1913) describes 
various methods of incision in Caesarean section. He concludes that two 
incisions at different times avoid all risk of heemorrhage in the mother and 
asphyxia for the child. The second incision is a mere puncture, the 
membranes rupture under internal pressure, and the child may be rapidly 
extracted, before the uterus has time to retract and contract enough to form 
an obstacle to extraction. The adoption of this method satisfies better the 
fundamental principle of imitating as closely as possible the mechanism 
chosen by Nature. J.H.F. 


A case of acute intestinal obstruction following Czsarean section. 

J. Bricut Banister (Lancet, February 8, 1913) reports a case of Caesarean 
section in a case of contracted pelvis, the operation being followed three 
days later by signs of acute intestinal obstruction necessitating reopening 
of the abdominal cavity. On this being done, the obstruction was found to 
be due to a lieno-colic band, evidently of old standing, which had kinked 
the large bowel at the junction of the transverse and descending colon ; 
before reduction could be brought about the transverse colon, which was. 
enormously distended, had to be incised to allow of the escape of flatus, 
etc. The abdominal wound was then closed, a drainage tube being left, the 
patient recovered although somewhat kept back by an attack of pulmonary 
inflammation on the third day and the passage of about 10 0zs. blood 
accompanied by sloughs on the eighth, day. 

The author thinks that an old standing partial kink was converted into 
an acute by the distension of the large bowel with flatus, which so 
commonly occurs after the removal of a large abdominal tumour. 

J.M.W. 


Opsonins and vaccines in puerperal sepsis. 

Watton and Mepaia (Surgery, Gynecology and Obstetrics, Dec. 1912). 
In this article the authors limit themselves to the study of the opsonic 
index and vaccine treatment with reference to the 103 cases which they had 











254 Journal of Obstetrics and Gynecology 


under observation in connection with the systematic bacteriological study 
reported in the same number of the above journal. 

While they refrain from drawing any definite conclusions from their 
work they wish to emphasize the following points :—The opsonic index 
may be considered of value in determining the patient’s resistance and the 
possible gravity of the infection when present; but since it cannot be said 
to determine whether a given streptococcus is virulent or not, it is only of 
value from a clinical standpoint. The authors believe that their work 
shows that vaccine treatment is of value in puerperal sepsis and that it is 
worthy of further trial. W.W.K. 


Hzmolytic streptococcus and puerperal septicemia. 

WALTON and MEpDALIA (Surgery, Gynecology and Obstetrics, Dec. 1912). 
This research comprises a systematic ante- and post-partum study of the 
bacteriology of the vagina and uterus in 103 consecutive cases. The authors 
describe in detail their methods of obtaining the material, culture media, etc. 

Their observations lead them to side with Schottmiiller as to the presence 
of a hemolytic and non-hazmolytic streptococcus; but they cannot agree 
that the former is always avirulent. 

Streptococci of both types are found in the vagina and cervix during 
pregnancy before any digital examination has been made, but the presence 
of a hemolytic streptococcus ante-partum is the exception and not the rule. 
Both varieties are found in febrile and non-febrile cases, but the non- 
hemolytic streptococcus occurs post-partum much more frequently than the 
hzemolytic type. 

While the ability to produce hzemolysis is characteristic of one type of 
streptococcus, it is no criterion of its virulence; though some observers 
consider that the presence of such an organism in the blood is synonymous 
with a fatal issue. 

Streptococci causing morbidity are not necessarily of exogenous origin 
for auto-infection plays an equal réle as to the frequency, but not the 
severity, of puerperal infection. W.W.K. 


Intermittent fever of the puerperium and Malta fever. 

LastaRiA (Archivio Italiano di Ginecologia, January 1913) reports a case 
of fever occurring during the puerperium and at first supposed to be 
puerperal. The cardinal elements irregular elevations of temperature, 
staircase rise of pulse, thoracic symptoms, and utero-lateral pain were 
present, but on bi-manual examination no thrombosed veins could be felt. 
The serum reaction of the blood established the case to be one of Malta 
fever, and explained the occurrence of pneumonia, not a rare symptom in 
this infection. Intermittent fever of the puerperium may therfore be 
compared to and differentiated from Malta as well as from malarial fever. 

J.H.F. 


Total gangrene of the breast as a manifestation of puerperal 
sepsis. 

sation (Miinch. med. Woch., No. 49, 1912) refers to the great rarity 
.of this condition. He finds that of 80 reported cases of puerperal gangrene 
58 affected the lower extremities. He quotes two cases of gangrene follow- 
ing on puerperal mastitis, and reports the following : 

P., 26, ii-para—spontaneous delivery—puerperal fever—pain and swell- 
ing of left mamma. Incision of breast followed by escape of non-purulent 
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fluid, and later by total gangrene. There was no evidence of acute septic 
endocarditis. The breast was removed, but patient died six days later of 
general sepsis. B. considers that the sudden onset of the breast condition 
was caused either by mammary embolism, arising from a primary throm- 
bosis of the uterine artery, or from a primary affection of the mammary 
artery, as there was no local condition of the nipple which could have 
caused septic absorption. This puerperal complication has proved fatal in 
two-thirds of the cases reported. J.A.C.K. 


Immediate treatment of depressed fractures of the skull in the 
new-born. 

Gro. W. KosmMak (Amer. Journ. Obstet., February 1913). In this paper 
the histories of three cases of depressed fracture are given, elevation being 
carried out immediately by means of an instrument designed by the author. 

The instrument consists of a large handle which carries a short hook at 
right angles to the shank. This hook is sufficiently sharp to easily pierce 
the skin. 


The hair is clipped and the area painted with iodine. Then the point 
of the instrument is forced by a firm and constant pressure into the mid- 
point of the depressed fracture, and after the point has penetrated the inner 
table of the skull, the handle is turned at right angles to the surface and 
the depressed bones elevated by steady traction. 

All the three cases recorded recovered completely, and the author has 
never failed in the manceuvre nor has he seen any ill-effects follow its 
employment. J.B.B. 


The infant pulmotor, An apparatus for artificial respiration on 
asphyxiated newly-born infants. 

J. CLirton EpGar (Amer. Journ. Obstet., February 1913). Dr. Edgar 
describes an adaptation of the Drager pulmotor which can be used in the 
case of an asphyxiated infant. 

The apparatus consists of a cylinder containing oxygen or a mixture 
of nitrogen and oxygen, under a pressure of 150 pounds. It is connected 
through a reducing valve to two pipe-lines with nozzles attached to a face- 
piece, one for suction and one for pressure. The mechanism is arranged 
so that, by moving a lever upon a dial, the lungs can either be filled with 
oxygen or air at a desired pressure, or deflated; the exhaled air being 
expelled and not drawn back into the cylinder. 

It is also possible by means of a water-gauge and dial to regulate the 
amount of inspiration and suction pressure used. It is stated that the most 
successful pressures are 10—15 cms. for inspiration and 15—20 cm. for 
expiration. 

In using the apparatus the tongue of the infant must be drawn well 
forwards to ensure an air-way, and the passage of air into the cesophagus 
must be avoided. This may be done by backward pressure on the larynx. 

There are no results of the actual use of the instrument in cases of foetal 
asphyxia included in the paper. j.B.B. 
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under observation in connection with the systematic bacteriological study 
reported in the same number of the above journal. 

While they refrain from drawing any definite conclusions from their 
work they wish to emphasize the following points :—The opsonic index 
may be considered of value in determining the patient’s resistance and the 
possible gravity of the infection when present; but since it cannot be said 
to determine whether a given streptococcus is virulent or not, it is only of 
value from a clinical standpoint. The authors believe that their work 
shows that vaccine treatment is of value in puerperal sepsis and that it is 
worthy of further trial. W.W.K. 


Hzmolytic streptococcus and puerperal septicemia. 

WALTON and MEpDALIA (Surgery, Gynecology and Obstetrics, Dec. 1912). 
This research comprises a systematic ante- and post-partum study of the 
bacteriology of the vagina and uterus in 103 consecutive cases. The authors 
describe in detail their methods of obtaining the material, culture media, etc. 

Their observations lead them to side with Schottmiiller as to the presence 
of a hemolytic and non-hzemolytic streptococcus; but they cannot agree 
that the former is always avirulent. 

Streptococci of both types are found in the vagina and cervix during 
pregnancy before any digital examination has been made, but the presence 
of a haemolytic streptococcus ante-partum is the exception and not the rule. 
Both varieties are found in febrile and non-febrile cases, but the non- 
hemolytic streptococcus occurs post-partum much more frequently than the 
hzemolytic type. 5 

While the ability to produce hzmolysis is characteristic of one type of 
streptococcus, it is no criterion of its virulence; though some observers 
consider that the presence of such an organism in the blood is synonymous 
with a fatal issue. 

Streptococci causing morbidity are not necessarily of exogenous origin 
for auto-infection plays an equal réle as to the frequency, but not the 
severity, of puerperal infection. W.W.K. 


Intermittent fever of the puerperium and Malta fever. 

LASTARIA (Archivio Italiano di Ginecologia, January 1913) reports a case 
of fever occurring during the puerperium and at first supposed to be 
puerperal. The cardinal elements irregular elevations of temperature, 
staircase rise of pulse, thoracic symptoms, and utero-lateral pain were 
present, but on bi-manual examination no thrombosed veins could be felt. 
The serum reaction of the blood established the case to be one of Malta 
fever, and explained the occurrence of pneumonia, not a rare symptom in 
this infection. Intermittent fever of the puerperium may therfore be 
compared to and differentiated from Malta as well as from malarial fever. 

J.H.F. 


Total gangrene of the breast as a manifestation of puerperal 
sepsis. 

ena (Miinch. med. Woch., No. 49, 1912) refers to the great rarity 
of this condition. He finds that of 80 reported cases of puerperal gangrene 
58 affected the lower extremities. He quotes two cases of gangrene follow- 
ing on puerperal mastitis, and reports the following : 

P., 26, ii-para—spontaneous delivery—puerperal fever—pain and swell- 
ing of left mamma. Incision of breast followed by escape of non-purulent 
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fluid, and later by total gangrene. There was no evidence of acute septic 
endocarditis. The breast was removed, but patient died six days later of 
general sepsis. B. considers that the sudden onset of the breast condition 
was caused either by mammary embolism, arising from a primary throm- 
bosis of the uterine artery, or from a primary affection of the mammary 
artery, as there was no local condition of the nipple which could have 
caused septic absorption. This puerperal complication has proved fatal in 
two-thirds of the cases reported. J.A.C.K. 


Immediate treatment of depressed fractures of the skull in the 
new-born. 

Gro. W. Kosmak (Amer. Journ. Obstet., February 1913). In this paper 
the histories of three cases of depressed fracture are given, elevation being 
carried out immediately by means of an instrument designed by the author. 

The instrument consists of a large handle which carries a short hook at 
right angles to the shank. This hook is sufficiently sharp to easily pierce 
the skin. 


The hair is clipped and the area painted with iodine. Then the point 
of the instrument is forced by a firm and constant pressure into the mid- 
point of the depressed fracture, and after the point has penetrated the inner 
table of the skull, the handle is turned at right angles to the surface and 
the depressed bones elevated by steady traction. 

All the three cases recorded recovered completely, and the author has 
never failed in the manceuvre nor has he seen any ill-effects follow its 
employment. J.B.B. 


The infant pulmotor. An apparatus for artificial respiration on 
asphyxiated newly-born infants. 

J. CLirton EpGar (Amer. Journ. Obstet., February 1913). Dr. Edgar 
describes an adaptation of the Drager pulmotor which can be used in the 
case of an asphyxiated infant. 

The apparatus consists of a cylinder containing oxygen or a mixture 
of nitrogen and oxygen, under a pressure of 150 pounds. It is connected 
through a reducing valve to two pipe-lines with nozzles attached to a face- 
piece, one for suction and one for pressure. The mechanism is arranged 
so that, by moving a lever upon a dial, the Iungs can either be filled with 
oxygen or air at a desired pressure, or deflated; the exhaled air being 
expelled and not drawn back into the cylinder. 

It is also possible by means of a water-gauge and dial to regulate the 
amount of inspiration and suction pressure used. It is stated that the most 
successful pressures are 10—15 cms. for inspiration and 15—20 cm. for 
expiration. 

In using the apparatus the tongue of the infant must be drawn well 
forwards to ensure an air-way, and the passage of air into the cesophagus 
must be avoided. This may be done by backward pressure on the larynx. 

There are no results of the actual use of the instrument in cases of foetal 
asphyxia included in the paper. J.B.B. 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAS, 
SOCIETY. 


Meeting held in Liverpool, February 21, 1913. 
The President, Dr. Forurercu, (Manchester), in the Chair. 


Present : 27 members. 


The following were elected members of the Society :— 
A. J. Evans, F.R.C.S.E. (Liverpool). 
G. F. R. Smitu, M.B., Ch.B. (Liverpool). 


Dr. GEMMELL (Liverpool) showed a specimen of 
VERMIFORM APPENDIX ADHERENT TO FALLOPIAN TUBE. 

He showed a specimen, in which the right Fallopian tube and vermiform 
appendix were adherent: the left appendage had formed a tubo-ovarian 
abscess, and apparently the right side was an extension of the inflammatory 
mischief. The right tube and vermiform appendix were so intimately 
connected, the history of two abortive attacks of appendicitis so definite, 
that the primary mischief was probably appendicular. 

Dr. Lea (Manchester) thought the appendix ought always to be examined 
in cases of pelvic abscess. 

Dr. Dona.p (Manchester) said he had operated upon a patient, the day 
previously, for what he thought was a simple dermoid ovarian cyst. There 
was no acute history, but, on opening the abdomen, he found a suppurating 
dermoid and in close proximity an appendicular abscess with a sloughing 
appendix. He considered the dermoid in this case had been infected from 
the appendix, but he did not think a normal tube could be so infected. 

Miss IvENS (Liverpool) referred to a case where an acute abdominal 
attack two years previously was followed by pelvic symptoms. A concre- 
tion was found lying between the twisted and adherent vermiform appendix 
and the patulous opening of the right Fallopian tube. The left tube was in 
a condition of hydrosalpinx, and there was catarrhal salpingitis in the right. 

Dr. E. O. Crorr (Leeds) agreed as to the importance of a routine 
examination of the vermiform appendix when operating for inflammatory 
conditions of the uterine appendages. When both structures were found to 
be involved it was often difficult to decide in which of them the trouble had 
originated. The diagnosis from the history and physical signs was also 
occasionally not easy. Dr. Croft described a recent case which had been 
diagnosed as appendicitis by a surgeon and as an ectopic gestation by 
another gynecologist. There was history of an acute attack of pain three 
months earlier and occasional recurrences. At the operation the right 
ovary was found to be enlarged, due to a much distended follicle full of 
altered blood, and the vermiform appendix was pulled into V-shape by a 
small band of adhesion at its mid-point. The appendix itself seemed other- 
wise normal. The acute attack was probably due to the formation and 
perforation of an haematoma of the ovary and the kink of the appendix to 
the later contraction of an adhesion. 
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Dr. GEMMEII, in reply said he always examined the appendix in cases of 
pelvic inflammation : in this case there was no concretion. He concurred 
with Dr. Donald’s view in general but did not see why in some cases the 
Bac. Coli could not escape from an adherent appendix and infect a healthy 
Fallopian tube. 


Dr. GRIMSDALE (Liverpool) showed a specimen of 


CARCINOMA OF THE UTERUS: OVARIES REMOVED THREE YEARS PREVIOUSLY 
FROM THE SAME PATIENT. 


The specimen consists of the uterus removed (for carcinoma of the body) 
from a patient aged 52, from whom two ovarian tumours were removed 
about three years previously. These ovarian tumours when examined 
microscopically were considered to be ‘‘suspects.”” They were not definitely 
malignant but the appearances were suspiciously near to those of an adeno- 
carcinoma. 

About six months ago the patient was examined because her doctor had 
discovered a lump in the abdomen; she came up a few days later but no 
lump could then be discovered. She said there had been a discharge of 
bloody fluid from the vagina in the interval between seeing her doctor and 
the consultation, and that the lump had disappeared. About a month ago 
she was again sent because of a lump and this time a large central swelling 
reaching to the umbilicus was found. A sound was passed into the uterus 
and let out a large amount of blood, the swelling being due to a 
haematometra. 

It was decided to remove the uterus. 

On opening the abdomen there were no adhesions whatever and the sites 
of the previous operations on the ovaries were smooth and uninfected. 
There was evidently no local recurrence. The uterus was not much enlarged. 
It showed under the microscope a columnar celled carcinoma. 

It is difficult to understand why a heematometra occurred, as there does 
not appear to be any obstruction to the outflow of the blood from the uterus. 

Report upon the ovarian tumour. The growth consists of columnar cells 
arranged in acini. 


Owing to the fact that the lining layer of columnar cells, even when not 
cut obliquely, contains often more than one layer with the irregularity of 
the acini, the tumour is probably malignant. 

Dr. DonaLb (Manchester) asked if Dr. Grimsdale thought the cancer of 
the body was secondary to that of the ovary? In his opinion the interval 
seemed rather long. 


Dr. E. O. Crorr (Leeds) suggested the possible presence of an early 
primary carcinomatous growth in the uterus at the time the ovarian 
tumours were removed, bilateral ovarian cancer being secondary to cancer 
in the uterus or other organ in the majority of cases. As an example of the 
slow rate of growth and extension of cancer of the body of the uterus, he 
quoted a case he had seen in whom there was a considerable intra-uterine 
growth of cancer already well advanced. For reasons of serious heart 
disease with pulmonary renal and other complications radical operation was 
out of the question and the patient lived for nearly three years after Dr. 
Croft examined her. Dr. Croft was inclined to remove the uterus as well 
as the ovaries in bilateral ovarian cancer, if no evidence of primary growth 
could be detected in other organs. 


17 








258 Journal of Obstetrics and Gynecology 


Dr. GEMMELL (Liverpool) showed 
Two CASES OF Ectopic GESTATION. 

(1) A secondary abdominal pregnancy, with a seven months’ foetus, of 
interest from the very clearly defined history. 

Amenorrhoea from November, 1911, with signs and symptoms of 
pregnancy; abdominal crisis, and medical treatment for supposed gastric 
ulcer, April 15, 1913; metrostaxis commencing June, 1912, persisting for 
14 days and then intermittently up to September. Coincident cessation of 
foetal movements; relaxation and flattening of mamme. 

When seen on September 10 there was an abdominal tumour, in the 
middle line reaching to a point 1 inch above the pubes, with palpation of 
foetal limbs and per vaginam a foetal head was felt. Tumour removed by 
abdominal section, ovary flattened out, but of normal structure, tube also 
normal, thinned out over the sac : very few peritoneal adhesions, sac formed 
by broad ligament : placenta in upper pole, foetal head in lower. 

(2) An isthmial pregnancy in left tube of six weeks duration : peritoneal 
crisis and severe intra-peritoneal haemorrhage, operation 12 hours later, 
tubal sac showing no signs of rupture and abdominal ostium free from 
blood clot or appearance of drip. 

Dr. FotHEeRGILL, (Manchester) asked what was the condition of the ovaries 
in the second case. 

Dr. Win1Eert (Liverpool) said the isthmial site was the rarest and most 
dangerous. He would like to know if there was not a very fine opening 
in the sac as it was difficult to imagine so much hemorrhage occurring 
without one. 

Dr. Puiiiirs (Sheffield) suggested that there might be a small patch of 
erosion on the wall. He had seen a case associated with much bleeding in 
which a small channel, eroded by trophoblast, was found by the microscope. 

Dr. GEMMELL in reply, said that no rupture could be found even with 
the help of a lens : now that the specimen had been shown he would have 
serial sections cut of the specimen. 

Dr. FretcHER SHAW (Manchester) showed a case of 
FIBRO-MYOMA OF THE UTERUS COMPLICATED BY A BROAD LIGAMENT ABSCESS. 

Mrs. J., aged 49, two children, four miscarriages, last eight years ago. 
After this miscarriage she was in bed for some weeks with a bad attack of 
sepsis, but from that time until the present illness she had had good health. 
This illness commenced suddenly with shivering and acute pain in the right 
iliac region gradually radiating over the lower abdomen, which lasted seven 
hours then settled into a dull aching in the back. When seen, nine hours 
later, she had a temperature of 102°8 and a pulse rate of 122. A fibroid could 
be felt filling the pelvis and extending about one-third of the distance to 
the umbilicus, chiefly on the right side: tenderness in both iliac regions, 
chiefly in the left: a little dulness in the right lumbar region : abdomen 
quite flaccid. 

Fibro-myoma of the uterus complicated with double salpingitis was 
diagnosed. In the hope of delaying operation until the inflammation had 
settled she was kept in bed, hot fomentations and douches applied, and 
the bowels well moved. After two days of this treatment she was worse 
instead of better so operation was decided upon. 

On opening the abdomen a fibro-myoma of the uterus was found, chiefly 
on the right side and burrowing into this broad ligament. The peritoneum 
over both appendages was acutely inflamed, especially on the right side, 
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and this broad ligament was much more cedematous than the left. The 
appendix was normal. ‘Lhe fibro-myoma was enucleated and the uterus 
and appendages removed without opening them. A large rubber drain was 
left in the lower angle of the abdominal wound. The same evening the 
temperature had dropped to 9g‘8° and the pulse rate to 88, but the next 
morning the temperature had risen to 103° and the pulse to 136: much 
serum drained away by the tube and the patient died two days after the 
operation from acute peritonitis. 

The specimen consists of a fibro-myoma, 44 inches in diameter, with no 
signs of degeneration; a uterus with an incision in its anterior and right 
lateral wall from which the fibro-myoma was enucleated; both appendages 
attached to the uterus. ‘The ovaries are fairly normal : the Fallopian tubes 
are reddened and cedematous but not nearly so much as at the time of 
operation. The broad ligaments are cedematous, though these have also 
shrunk very much in the preservatives : in the right broad ligament is an 
abscess cavity, with well defined walls, about the size of a hazel nut. ‘This 
cavity was filled with pus and is not connected with the Fallopian tube. 
A microscopical section through the abscess and Fallopian tube shows 
much simall-celled infiltration around the abscess but this does not extend 
to the tube, which, apparently, is quite free from the inflammatory process. 
Smears from the pus and growths upon agar showed the abscess to contain 
a pure infection of streptococci. 

No other focus of sepsis was discovered in the patient. The object in 
showing this specimen is to get the members’ opinion as to the length of 
time micro-organisms can remain dormant in the body. Can this abscess 
have been formed at the time of the septic abortion and remained there 
without causing symptoms for these eight years? If not, from where did 
the streptococci come ? 


Dr. Biarr BELL, (Liverpool) did not think it likely that the streptococcus 
could lie dormant in a pelvic lesion for eight years, and then suddenly give 
rise to symptoms of a severe nature. He thought that probably there was a 
fresh infection of the previously damaged tissues in the pelvis. This infec- 
tion most likely would be conveyed by the blood stream from some recently 
infected focus, such as a bad tooth. 


Dr. BLair BEL (Liverpool) recorded a case of 
SUPER-INVOLUTION OF THE UTERUS ASSOCIATED WITH EXOPHTHALMIC GOITRE. 


This case was reported not only on account of the rarity of super-involu- 
tion, but also because of the association of exophthalmic goitre with it. 

The patient was aged 25, and had been married for three years. She was 
perfectly well and normal except for dysmenorrhcea until after the birth 
of her first child eleven months ago. 

Lactation failed after a few weeks. Shortly afterwards the thyroid 
began to enlarge, and she rapidly developed all the symptoms of exoph- 
thalmic goitre. 

When seen eleven months after her confinement the pulse rate was 150 
per minute, she was very tremulous, thin, and excitable, in fact she showed 
all the typical symptoms of Graves’ disease. The thyroid, however, was 
not greatly enlarged nor was the exophthalmos very marked. 

On bimanual examination the uterus was found to be small, and the left 
ovary slightly enlarged and tender on palpation. Subsequent measurement 
of the uterine cavity with a sound showed it be under 2 inches in length. 
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The case was of great interest owing to the fact that super-involution 
appeared more likely to follow deficient thyroid secretion than the reverse. 
Indeed, Dr. Blair Bell had been able to produce experimentally super- 
involution in the cat by removal of the thyroid during pregnancy. 

The case could only be explained on the supposition of the atrophy of 
the interstitial cells of the ovary which led, not only to the condition of 
super-involution, but also to the response from the thyroid. 


Dr. DonaLp (Manchester) said that, in his experience, amenorrhoea was 
one of the most characteristic symptoms of exophthalmic goitre. 


Dr. FotHerciit, (Manchester) said amenorrhcea occurred with both 
increased and decreased thyroid secretion. 

Dr. BLarr Bes, in reply, said he did not agree with Dr. Donald, that hyper- 
secretion of the thyroid led to amenorrhcea. If amenorrhcea existed with 
exophthalmic goitre it was due to the involvement of other internal 
secretions. 


Dr. CATHERINE CHISHOLM (Manchester) read a paper upon 


“THe NATURE AND EXTENT OF THE MENSTRUAL MOLIMINA DURING 
ADOLESCENCE,”’ 
which will be published in full in the May number of the Journat.. 


Dr. FotuerGcitt, (Manchester) thanked Miss Chisholm for reading this 
paper. The great value of the work was that the investigation had been 
carried out on healthy girls. 


Dr. DonaLp (Manchester) congratulated Miss Chisholm upon her paper. 
He was struck by the fact that she disproved so many statements found in 
text-books, statements copied from book to book without any verification. 


Dr. Crort (Leeds) said that Miss Chisholm’s paper was of much value 
and special interest to those who were interested in the relations between 
the modern methods of education of women and prophylactic gynecology. 
Medical women with such appointments as Miss Chisholm holds have 
unusual opportunities for investigating the influence of the various factors 
of mental and physical training on the conditions associated with the 
maturing of the sexual functions in girls. There is already much known of 
the hygiene of adolescence that night be very appropriately made available 
to school authorities, through their women medical officers, for the benefit 
of their students; but much more exact knowledge is required and such 
investigations as Miss Chisholm has made will materially assist in advanc- 
ing such knowledge. It is a branch of gynaecology which at the present 
day is much in need of workers and in view of active developments in 
education of particular importance. 


Dr. BriGGs (Liverpool) said Dr. Chisholm’s multitude of figures was 
one of the welcome effects of the improved mental and physical training 
realised already in primary schools and to be expected equally, later, in 
secondary schools for girls. Evidence from personal statements was, 
however, to be accepted with reserve pending a more accurate method 
of investigation. 

Dr. Briarr Brit, (Liverpool) was much interested in Miss Chisholm’s 
statistics, but he did not consider they proved anything that was not well- 
known before. All gynzecologists were well aware of the fact that 
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dysmenorrhcea or other menstrual molimina were comparatively rare in 
young girls. He thought it would be much more interesting if Miss 
Chisholm would produce statistics of unmarried women between the ages 
of 20 and 30. From his own knowledge he was quite sure that except in 
selected series of cases it would be found that the larger proportion of 
unmarried women in this country had some molimina at the menstrual 
periods. 

Dr. CHISHOLM in reply, said she had investigated cases of women and 
intended to include the results in a later paper. 


EDINBURGH OBSTETRICAL SOCIETY. 


Fifth Meeting, held Wednesday, March 12, 1913, the President 
(Dr. HaiG FerGuson) in the Chair. 


Prof. KyNocu showed :— 

1. A pregnant uterus at full time with concealed accidental haemorrhage. 
On admission to hospital the patient, ct. 43 and 11-para, was pulseless anu 
died while hurried preparations were being made tor Caesarean section. 

2. Specimen of ‘tubal Mole removed trom a patient whose menses had 
ceased five months previous to operation and who had sutiered very severe 
pain with hzemorrhage lor three months. 

Dr. E. Naprigk BURNETT showed with microscopic slides the Chorion of a 
case of Abortion in which there had been clear fiuid discharge tor 10 days 
betore. ‘Lhe chorium was extensively invaded by a gram-negative dipio- 
coccus. It was questioned whether this intection had taken place trom 
below after the rupture of membranes, or whether the invasion itsell had 
been the cause of the rupture. ‘here was an intercurrent appendicitis. 

Dr. JAMES YOUNG endeavoured to show by mechanical device that internal 
rotation of the foetal head might be due ratuer to a ** holding back ’’ of the 
frontal region than to a forward rotation of the occiput. 

Prof. KyNocu then delivered a communication upon 

PELVIC HajMATOCELE FROM Rupture OF A BLOOD Cyst OF THE OVARY. 

After the past literature of pelvic haematocele and the various causes 
thereof were discussed, it was pointed out that it had been shown to occur 
not necessarily in pregnancy and that a blood cyst of the ovary was not 
uncommon. ‘The case was that of a woman of 28 years who had had five 
children and in whom tor the last five years menstruation had been 
irregular. For a month previous to operation there had been severe inter- 
mittent abdominal pain and brownish discharge. ‘The pulse had been 
getting increasingly rapid. On opening the abdomen the right tube was 
found unaltered, but the ovary exhibited a large blood-cyst and there existed 
much blood-clot in the pouch of Douglas. ‘There was no evidence of a 
pregnancy. Out of 28 cases of abdominal section for pelvic haematocele 
Prof. Kynoch said that this case was the only one in which he could exclude 
pregnancy. Dr. Barbour recalled a similar case; and Dr. Haultain described 
six gynzecological cases of different natures, in which the abdomens when 
opened were found to contain much free blood, but in which there existed 
no pregnancy. Dr. Young and the President also cited cases in which 
heemorrhage was traced to the corpus luteum 
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Dr. HAULTAIN read a paper upon and exhibited 
THREE RARE NEw GROWTHS OF THE UTERUS. 

1. A diffuse papilloma of the uterine mucosa removed from a married 
woman of 45 years. 

2. A tuberculous cervix successfully removed from an unmarried woman 
of 35 years, who had no other focus of tuberculous disease. 

3. Two examples of diffuse nodular fibrosis of the uterus. 

Dr. BARBouR then described and showed the specimens of 

Two Cases OF UTERINE FIBROID 
There was striking difficulty in diagnosis before operation on account of the 
degeneration which had taken place. 

1. A perithelioma which before removal gave the impression of a five 
months pregnancy. ‘The woman was 62 years old and unmarried, from 
whom a fibrous polypus had been removed at 55. The tumour was a large 
double cyst presumably produced by degeneration of a fibroid upon the wall 
of which sarcomatous cells had here and there proliferated extensively. 

2. A necrobiosis of similar dimensions removed from a married woman 
of 51. 

Dr. Burnett, Dr. LACKIz and the PRESIDENT entered into the discussion. 


EDINBURGH OBSTETRICAL SOCIETY. 
RUPTURED PRIMARY OVARIAN PREGNANCY. 


A meeting of this Society was held on January 18, the President (Dr. 
J. HaiG FerGuson) being in the Chair. 

Mr. GrorGE L. Curmne read notes of a case of 

RUPTURED (VERY EARLY) PRIMARY OVARIAN PREGNANCY, 

and demonstrated his remarks with lantern illustrations. The case was that 
of a married woman of 34 admitted to hospital with supposed acute appen- 
dicitis. But symptoms rather pointed to internal hemorrhage and a 
ruptured ectopic gestation was considered possible. Menstrual history was, 
however, perfectly normal. On abdominal section, a large quantity of blood 
having been evacuated, a bulging mass about the size of a cherry was 
observed to be protruding from the uterine end of the right ovary. Ovary 
was rapidly removed and patient made a good recovery. She afterwards 
became pregnant and gave birth to a healthy child. The ovary was cut in 
serial section. Chorionic villi were present in the blood-clot, but no foetus 
found, nor were there any signs of a corpus luteum, lutein, or decidual 
cells. The pregnancy was probably either one of 10 or 22 days’ duration. 

Dr. Barsour, Dr. HAULTAIN and many others took part in an interesting 
discussion and all agreed that it was undoubtedly a case of ovarian 
pregnancy. 

Mr. Chiene replied. 


EDINBURGH OBSTETRICAL SOCIETY. 
UTERINE HASMORRHAGE OF OVARIAN ORIGIN. 
SYMMETRICAL, NECROSIS OF THE CORTEX OF THE KIDNEYS. 


A meeting of this Society was held on February 12, the President (Dr. 
J. Haic Fercuson) being in the Chair. 
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Dr. JaMEs Younc read a paper on 
UTERINE HASMORRHAGE OF OVARIAN ORIGIN, 


and gave lantern demonstration of specimens. Two cases of excessive 
uterine hemorrhage were described, in which the pathological findings 
suggested an ovarian cause. The microscopic structure in both cases was 
similar, there being a marked increase in the glandular tissue of the endo- 
metrium and the ovary containing a corpus luteum with a large blood 
space. The luteal cells were ploughed up by hzemorrhage and the surround- 
ing Ovarian stroma was the seat of marked cedema and hemorrhage. Dr. 
Young concluded that the uterine bleeding was certainly not due to a uterine 
cause, and as it corresponded to a prolonged menstruation and was 
associated with excessive bleeding in the region where menstruation- 
producing substance was elaborated, that the haemorrhage must be due to 
an excessive ovarian activity. 


Professor ROBERT JARDINE (Glasgow) read a paper on 


THREE CASES OF SYMMETRICAL, NECROSIS OF THE CORTEX OF THE KIDNEYS 
ASSOCIATED WITH PUERPERAI, ECLAMPSIA AND THE SUPPRESSION OF URINE. 


Several similar cases had been brought under his notice and in the cases 
now recorded suppression lasted 44, 24 and 14 days. No uremic signs 
or symptoms were manifest. 


Dr. M. KenNEpy (Glasgow) read notes on the pathology of the three cases. 


Roth kidneys in each case were found to be the seat of symmetrical 
necrosis of the cortex. The necrosis was more or less limited to the outer 
two-thirds, varying in degree with the duration of the suppression of urine. 
It was separated in the two older cases by a haemorrhagic zone from the 
living inner third. There was extensive thrombosis of the cortical blood- 
vessels which did not extend beyond the margin of the necrotic area. There 
was also necrosis in the liver. It was Dr. Kennedy’s opinion that the cause 
of the necrosis in the kidneys was the same as that which caused necrosis 
in the liver, and that the thrombosis in the smaller cortical renal arteries 
was secondary to the necrosis of the renal cells. ‘The necrosis was probably 
initiated by the deleterious influences on the cells of the eclamptic toxin, 
whatever it may really be. 


Professor LORRAIN SMITH asked why the eclamptic toxin should seek out 
certain cells of the kidney, the rest escaping. From the distribution of the 
thrombi in the capillaries he was inclined to think the toxin did not act 
directly on the cells. 


Dr. Berry Hart and Dr. Barsour also spoke and Dr. H. OLIPHANT 
NICHOLSON was strongly in favour of the necrosis being due to cutting 
off of the blood-supply by vaso-constriction brought about by the action 
of the toxin. 


Dr. Berry Hart read a paper on the 
DURATION OF THE INTERVAI, BETWEEN INSEMINATION AND PARTURITION IN 
CERTAIN MAMMALS AS STUDIED IN BIOMETRIC CURVES, WITH SPECIAL REFER- 
ENCE TO THE CALCULATION OF THE ONSET OF LABOUR IN HUMAN PREGNANCY. 
By the study of statistics he found that the greatest number of cases lay 
between the 284th and 288th days reckoned from the first day of the last 
menstruation. 
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Dr. Berry Hart concluded : 


1. The probability curve was symmetrical in ewes, somewhat slow in 
cattle, and irregular in the human female so far as yet observed. 

2. The initial date of calculation in the human female should be the first 
day of the last menstruation, and the date of labour would be some time in 
the fortnight containing the 280th day as its centre. 

3. Labour in von Winckel’s cases was prolonged in some instances to the 
334th day, and the whole range lay between the 240th and 334th days. 

4. This prolongation of date was usually considered as a prolongation 
of the duration of pregnancy, but it might be due to fertilization of the ovuin 
shed at the next period, and this would account for the prolongation in a 
simple way. 

5. Some explained the prolongation as a real extension of pregnancy, 
and pointed out that in some of the cases the weight of the infants was much 
above the average. 

6. The probable curve of duration for human pregnancy is unknown. 


GLASGOW OBSTETRICAI, AND GYNA'COLOGICAL SOCIETY. 


The fourth meeting of this Society was held on January 29. ‘The 
President (Dr. Linpsay) in the Chair. 


Dr. BALFOUR MARSHAL, showed the following specimens : (1) Intramural 
uterine fibroid. (2) Uterus with fibroids—the tumours had burrowed into 
both broad ligaments. (3) Fibroid from left broad ligament. (4) Ovarian 
cystoma. (5) Fibroid with double salpingo-odphoritis. (6) Bilateral 
salpingo-odphoritis. (7) Parovian cyst with torsion of pedicle. 

Dr. Munro KERR showed : (1) Specimen of extrauterine pregnancy show- 
ing process of tubal abortion. (2) Bilateral malignant ovarian tumour. 
(3) Adenocarcinoma of uterus. 


Dr. A. W. Russe showed: (1) Multilocular ovarian cyst of the left 
ovary: the right ovary had been removed for a similar condition eight 
months previously. (2) Cidematous fibroma of ovary: tumour had been 
present two years without pain. 


Dr. W. D. Macrariang showed: (1) Melanotic carcinoma of vulva 
excision of growth and glands had been carried out. (2) Double ovarian 
dermoids (Dr. Ritchie’s case). (3) Multiple fibroids in pregnant uterus. 


Dr. SHANNON showed : (1) Ovarian cyst. (2) Cancer of right ovary with 
peritonitis. 

Dr. McIL_Roy showed a bilobed placenta with velamentous attachment 
of cord and area of infarction. 

Dr. BaLFouR MaRrsHat, read notes of a case of ‘‘ Maldevelopment,”’ fully 
reported on p. 238 of the present issue of the JOURNAL. 

Dr. MARSHALL then read a paper on “‘Atresia Vagini,’’? which appears 
in full on p. 193 in the present issue of the Journal. ‘The paper was 
discussed by Dr. Munro Kerr, who mentioned a case of atresia vaginec 
where he had operated by Baldwin’s method. 

Dr. ALEX. MCLENNON read a paper on ‘‘A Method of Radical Removal 
of the Cancerous Uterus,” which appears on p. 241 of the present issue of 
the Journal. The paper was discussed by Dr. Balfour Marshall and 
Mr. Duff. 
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